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In  This  Issue 

Y  EARLIEST  MEMORIES  ARE  OF  WORLD  WAR  11.  PERHAPS  THE  FIRST  IS  OF 

being  given  a  choice  between  the  Navy  and  the  Army.  In  a  very 
small  flush  of  post-Depression  prosperity,  my  parents  decided  to 
replace  the  wallpaper  in  our  two-bedroom  bungalow.  Soon  after 
I  had  graduated  from  the  crib  to  a  "real"  bed,  I  was  asked  to  pick  a  pattern  for 
my  room.  The  sample  I  preferred  had  a  blue  background  with  battleships  sailing 
across  it,  but  also  a  two-inch  tear  on  the  right  side.  The  other,  showing  a  tan  sky 
with  fighter  planes,  was  not  torn.  I  chose  the  tan  paper  with  the  airplanes 
because  I  thought  that  the  sample  would  be  exactly  reproduced  on  the  walls  of 
my  room,  and  I  didrit  want  a  two-inch  tear  every  few  feet. 

Over  a  year  later  I  was  in  my  "real"  bed  almost  recovered  from  the  measles. 
Lying  there  under  the  now-familiar  airplanes,  the  room  dark  to  protect  my 
eyes,  I  listened  to  my  mother  read  me  a  story.  Halfway  into  it,  her  reading  was 
interrupted  by  a  cacophony  of  sirens  and  horns.  She  stiffened,  stood  up,  and 
walked  to  the  window.  In  a  West  Coast  town,  humming  with  Navy  yards, 
windows  were  regarded  as  dangerous  places,  covered  not  only  for  measles, 

but  also  for  fear  of  air  raids.  She  stood  there  for 
a  moment  and  then  lifted  the  shade  all  the  way 
up  and  shouted,  "The  war's  over!  The  war's 
over!"  Surrounded  by  my  fighter  planes,  I 
asked,  "What  war?  What's  a  war,  Mommy?" 

For  reasons  of  luck  and  privilege,  I  have  never 
learned  what  a  war  is  in  the  painful  way  that 
many  of  my  teachers  and  mentors,  some  of  my 
patients,  and  a  few  of  my  friends  have  had  to.  Nor  was  I  ever  told  much.  Only 
now,  as  I  myself  cross  over  from  middle  to  old  age,  and  the  generation  of  World 
War  II  veterans  is  diminishing  by  some  estimates  at  the  rate  of  a  thousand  a  day, 
am  I  beginning  to  realize  how  httle  I  was  told  about  the  war  and  how  much  less 
I  asked.  I  knew  that  one  of  my  favorite  teachers  in  high  school  had  an  arm  that 
didrit  work  well;  I  didrit  know  that  one  of  my  favorite  teachers  in  college  had 
been  decorated.  At  HMS,  where  in  my  time  many  of  the  faculty  were  veterans  of 
the  Second  World  War,  I  managed  to  be  only  pohtely  aware  of  that  fact. 

There  could  by  many  reasons  for  this — my  own  callowness  prominent  among 
them.  But  another  reason  is  also  apparent:  the  extraordinary  modesty  of  the 
"greatest  generation."  In  this  issue,  as  we  continue  our  account  of  Harvard  Med- 
ical School  in  the  war,  several  alumni  describe  their  war  experiences  and  Associ- 
ate Editor  Beverly  Ballaro  gives  us  a  brief  history  of  the  Quadrangle  as  a  bar- 
racks. It  had  not  been  my  habit  to  contradict  the  late  Bill  McDermott  '42,  but 
when  he  told  the  Bulletin,  "We  weren't  heroes  at  all.  We  were  just  doing  what 
was  right  and  what  had  to  be  done,"  I  had  to  respectfully  dissent. 


READERS    TAKE    NOTE 


We've  Moved.  IheBunenn  has  moved 
to  the  Landmark  Center  at  401  Park  Drive, 
Boston,  MA  02215.  Our  official  address,  how- 
ever, remains  25  Shattuck  Street,  Boston,  MA 
02115.  Our  new  phone  number  is  617-384-8900: 
our  fax  number  is  617-384-8901;  and  our  email 
address  is  buUetin@hms.harvard.edu. 
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SECOND   OPINIONS   FROM   OUR   READERS 


JLi  Xji J. A i  J    I  ^    k  7 


PICTURE  PERFECT 

while  perusing  my  Winter  2001 
issue,  I  came  across  "Quest  for  the 
West"  by  Betty  Anne  Johnson  79 
and  had  read  most  of  the  article 
before  I  realized  that  I  knew  the 
author!  The  photography  is 
great — my  wife  is  a  black-and- 
white  photographer,  so  I  like  to 
think  I  at  least  have  an  eye  for  this 
stuff — and  Betty  Anne's  grand- 
mother is  beautiful,  aU  six  feet  of 
her.  I  just  finished  reading  John 
Grisham's  semi-autobiographical 
novel  A  Painted  House,  and  the  photos  Betty  Anne  included  are 
very  reminiscent  of  the  images  he  portrays,  even  though  he 
writes  about  cotton  fields  in  Arkansas  in  the  early  1950s. 

I  have  always  said  that  the  Bulletin  is  by  far  the  best  alumni 
magazine  I  get,  and  this  article  is  further  fuel  for  my  argument. 

JOHN  M.   DORMAN   '67 
MENLO  PARK,  CALIFORNIA 


Guiding  Light 

I  read  with  great  sadness  and  vivid 
remembrance  Charles  Krauthammer's 
tribute  to  Hermann  Lisco  in  the  winter 
issue  of  the  Bulletin.  Just  as  he  had  with 
Dr.  Krauthammer,  Hermann  had  an  enor- 
mous effect  on  my  life  and  career  in  med- 
icine. Originally  in  the  Class  of  1973  and 
interested  in  psychiatry,  I  was  waylaid 
from  medical  school  by  a  combination  of 
the  turmoil  of  the  time  (the  Vietnam  War 
was  at  its  height,  as  were  protests  and 
disaffection  with  the  American  system) 
and  my  own  neurotic  uncertainties. 

There  was  a  saying  at  the  time  that  the 
only  thing  harder  than  getting  into  Har- 
vard Medical  School  was  getting  out,  and 
as  I  became  increasingly  disaffected  with 
the  medical  studies  that  lay  on  the  route 
to  psychiatry,  I  decided  to  take  a  leave  of 
absence  to  straighten  out  my  mind  and 


motivation.  To  this  end,  I  had  to  visit 
with  numerous  deans  and  compose 
explanations  and  a  plan  for  a  leave;  every- 
one had  difficulty  understanding  why  a 
medical  student  who  was  doing  at  least 
passable  work  wanted  to  leave.  I  can 
remember  the  late  Joseph  Gardella,  who 
was  dean  of  students  at  the  time,  finally 
acknowledging  that  this  was  not  such  a 
bad  idea  after  all,  as  he  approved  it. 

On  starting  my  leave,  I  was  referred  to 
Hermann  as  someone  who  would  watch 
over  me  during  this  absence  and  other- 
wise help.  I  can  recall  from  our  first 
meeting  his  snow-white  hair,  bright  eyes, 
keen  attention,  curiosity,  very  gentle  way, 
knowledge  of  other  prodigal  medical  stu- 
dents, and  reflections  on  his  own  Life, 
among  which  were  that  he  also  had  taken 
a  few  years  off  from  his  studies,  to  be 
treated  in  a  tuberculosis  sanatorium. 


The  yearlong  leave  came  and  went, 
and  I  ultimately  withdrew,  with  Her- 
mann's sanction  and  with  him  saying,  "It 
just  wasn't  time  to  return."  During  my 
absence  I  worked  as  a  longshoreman  on 
the  Boston  wharves  and  then  with  a 
health  planning  agency,  all  the  while 
meeting  every  few  months  with  Her- 
mann, who  accepted  and  understood 
everything.  These  were  extremely  sup- 
portive meetings  on  his  part;  he  was 
always  gentle,  willing  to  listen  and  share 
from  his  own  experiences,  nonjudgmen- 
tal  and  nondirective,  even  though  he  was 
my  sole  liaison  with  the  medical  school. 
He  was  enormously  important  in  keep- 
ing the  possibility  of  a  career  in  medicine 
still  in  my  mind. 

Ultimately  I  returned  to  HMS,  much 
the  wiser  from  my  life  experiences.  Her- 
man facilitated  a  reacceptance  to  med- 
ical school  and  I  graduated  in  1977.  I 
realized  my  ambition  to  become  a  psy- 
chiatrist and  every  six  months  or  so, 
until  I  moved  away  from  Boston  in  1989, 
I  met  with  him  and  his  wife  at  their 
home  in  Brookline  to  share  my  experi- 
ences and  success.  He  was  always  eager 
to  see  me  and  chat,  and  was  never  too 
rushed  or  too  busy. 

I  visited  him  a  year  or  so  before  his 
death  when  he  was  wheelchair-bound  by 
Parkinson's  disease  and  living  in  an 
extended-care  facihty.  His  eyes  were  still 
bright  and  his  mind  inquisitive.  "Isn't  it 
ironic,"  he  quipped,  "that  I,  who  have 
spent  so  much  time  studying  institutions, 
should  end  up  dependent  on  one?" 

It  is  to  my  mind  a  reflection  of  the 
great  depth  and  strength  of  HMS  that  it 
was  able  to  provide  for  a  physician  and 
person  of  Hermann's  sensitivities  to 
be  in  a  place  to  counsel  and  assist  med- 
ical students  such  as  myself  in  this 
unorthodox  and  very  personal  way.  I 
was  blessed  to  have  met  and  been  guid- 
ed by  Hermann,  and  I  hold  him  in  my 
mind  and  heart  as  one  who  helped  me 
enormously  in  my  darkest  hours.  I  will 
sorely  miss  him. 

RICHARD   B.    KRUEGER  'JJ 
NEW  YORK,   NEW  YORK 
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I     SECOND   OPINIONS   FROM   OUR   READERS 


For  the  Record 

I  thoroughly  enjoyed  the  article  on  Geoff 
Tabin  '84  in  the  winter  issue.  His  moun- 
taineering  exploits  and  sheer  energy  are 
impressive.  I  agree  with  his  statement,  "I 
have  always  valued  quahty  over  size.  I 
think  it's  a  shame  when  people  approach 
mountains  simply  wanting  to  get  to  the 
top  rather  than  to  have  the  experience  of 
really  climbing."  It's  hard  to  avoid  point- 
ing out,  however,  that  earher  in  the  arti- 
cle the  writer  notes  that  Dr.  Tabin  was 
the  fourth  person  in  the  world  to  chmb 
the  highest  peaks  on  all  seven  continents. 
In  view  of  that  feat,  either  Dr.  Tabiris 
views  have  changed  as  he's  aged  or  the 
quote  is  a  little  disingenuous.  Elbrus 
(Europe),  Kihmanjaro  (Africa),  Kosciusko 
(Austraha),  and  even  Aconcagua  (South 
America)  by  the  normal  route  are  not 
mountains  that  one  climbs  in  search  of 
technical  difficulty,  nor  are  they  neces- 


sarily the  most  challenging  peaks  on 
their  respective  continents. 


JERRY   E.    LECLAIRE   '8o 
SPOKANE,   WASHINGTON 

Dead  Silence 

I  find  the  Bulletin  filled  with  interesting 
articles,  informative  and  well-presented. 
However,  I  am  a  bit  surprised  that  in  the 
obituaries  you  almost  never  note  the 
cause  of  death.  Is  there  some  sort  of  taboo 
here?  Perhaps  it's  just  a  morbid  interest 
generated  at  HMS,  but  I  always  hke  to 
know  why  someone  dies.  Most  newspa- 
pers don't  hesitate  to  burble  some  plati- 
tude hke  "died  after  a  long,  heroic  battle 
against..."  You're  dealing  with  doctors 
here,  and  surely  we  have  more  than  a 
casual  interest  in  how  we  all  eventually 
lose  our  battles,  personally  and  profes- 
sionally. You  might  even  inspire  a  more 
interesting,  thought-provoking  approach 
to  the  journahsm  of  the  obituary  page. 


MAD  SCRAMBLE:  Geoff  Tabin  on  the  East  Face  of  Everest,  once  considered  unclimbable. 
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But  keep  up  the  good  work  on  the  rest  of 
your  writing. 

ROGER   MOSELEY  '59 
PRINCETON,   NEW  JERSEY 

Editor's  note:  Your  letter  prompted  us  to 
revisit  our  pohcy.  After  careful  consid- 
eration, we  have  decided  that,  begin- 
ning with  this  issue,  we  will  include  the 
cause  of  death  whenever  the  informa- 
tion is  provided  to  us. 

Wake  Up  Call 

In  the  vdnter  issue  of  the  Bulletin,  Dr. 
Robert  Stickgold  elegantly  demonstrat- 
ed the  importance  of  sleep  in  learning. 
How  nice  it  would  be  if  our  own  field 
would  attend  to  this  lesson. 

MARCIA  ZUCKERMAN   '96 
CHARLESTOWN,   MASSACHUSETTS 

Defining  Our  Dreams 

The  article  in  the  wiater  issue  about 
images  experienced  on  falhng  asleep 
reminded  me  that  when  we  were  taking 
pathology  at  HMS  in  the  late  1950s  I  used 
to  see  histological  images  fairly  regularly. 
They  were  quite  reaUstic,  but  I  can't  recall 
whether  I  actually  identified  the  specific 
tissues.  At  the  time,  an  instructor  pointed 
out  that  although  we  were  taught  objec- 
tive criteria  for  identifying  tissues,  we 
would  rarely  use  them  except  to  support 
an  identification  already  made  from  the 
fact  that,  for  example,  "It  looks  Kke  a 
hver."  Perhaps  my  images  reflected  the 
neurophysiological  process  of  abstracting 
and  storing  what  hver  "looks  Kke."  It 
would  seem  incautious,  however,  to  gen- 
eralize such  \isual  images  as  "dreaming," 
because  other  aspects  of  dreaming — emo- 
tions, story,  sound — might  be  quite  differ- 
ent neurophysiologicaUy. 

C.    DENNIS   THRON   '59 
HANOVER,   NEW   HAMPSHIRE 

The  Bulletin  welcomes  letters  to  the  editor 
Please  send  letters  hy  mail  (Harvard  Medical 
Alumni  BuUetin,  25  Shattuck  Street,  Boston, 
Massachusetts  02115);  fax  (617'384'8901);  or 
email  (bullctin@hms.harvard.edu).  Letters  may 
he  edited  for  lenffih  or  clarity. 
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I  lie    LllVClUUC    riCUjC***    LIKE  FOURTH-YEAR  MEDICAL  STUDENTS 

across  the  country,  HMS  students  crowded  around  the  door  to  the  Registrar's 
Office  on  March  22 — Match  Day — to  find  out  where  they  would  be  spending 
their  residency.  After  graduation,  94  percent  of  the  Class  of  2001  began  clinical 
internships,  more  than  half  at  HMS  teaching  hospitals.  The  most  popular  resi- 
dencies were  those  in  primary  care — family  practice,  internal  medicine,  medi- 
cine/pediatrics, pediatrics,  and  obstetrics/gynecology — which  attracted  56 
percent  of  those  seeking  placement. 


Anesthesia 

Suma  DuHa 

Stanford  University  Programs 
Matthew  McCotter 

IJniversity  of  California, 
San  Francisco 
Daryl  Oakes 

Brigham  and  Women's  hlospital 

Dermatology 

Michelle  Bush 

Boston  University  Medical  Center 

Anne  Chapas 

Boston  University  Medical  Center 

Sola  Cheng 

Dartmouth-Hitchcock  Medical  Center, 

Hanover,  NH 

Caroline  Choi 

Massachusetts  General  Hospital 

Peter  Lio 

Massachusetts  General  Hospital 

Diego  Marra 

Massachusetts  General  Hospital 

Stephen  Richardson 

Hospital  of  the  University  of 

Pennsylvania,  Philadelphia 


Emergency  Medicine 

Kerri  Armon 

Johns  Hopkins  Hospital 
Michelle  Charfen 

Horbor-UCIA  Medical  Center, 

Torrance,  CA 

David  Gordon 

The  University  Hospital,  Cincinnati,  OH 

Gabriel  Ledger 

University  of  New  Mexico  Program, 

Albuquerque 

Dustin  Paz 

University  of  Southern  California, 

Los  Angeles 

Christine  Tsien 

Brigham  and  Women's  Hospital 

Family  Practice 

Lia  Bruner 

Boston  University  Medical  Center 
Stephen  Buttenwieser 

Greater  Lawrence  Family  Health  Center, 
Lawrence,  MA 
Esiquio  Casillas 

White  Memoriol  Medical  Center, 
Los  Angeles 


Nicholas  Weiss 

University  of  California,  San  Francisco 

Family  Practice-Psychiatry 

Murat  Akalin 

University  of  California,  San  Diego 
Medical  Center 

General  Surgery 

Ibrahim  Abdullah 

Hospital  of  the  University  of 

Pennsylvania,  Philadelphia 

Erich  Grethel 

University  of  California,  San  Francisco 

Jason  Hall 

Massachusetts  General  Hospital 

David  Joyce 

Johns  Hopkins  Hospital 

Mary  Kv^raan 

Brigham  and  Women's  Hospital 

Walter  Lech 

Beth  Israel  Deaconess  Medical  Center 

Raul  Ruiz 

Beth  Israel  Deaconess  Medical  Center 

Internal  Medicine 

Larry  Allen 

Massachusetts  General  Hospital 

Patricia  Bachiller 

Brigham  and  Women's  Hospital 

Meghan  Baker 

Massachusetts  General  Hospital 

Ishir  Bhan 

Massachusetts  General  Hospital 

Paul  Bollyky 

Brigham  and  Women's  Hospital 

Paige  Brennan 

Yale-New  Haven  Hospital 

Andy  Chen 

Stanford  University  Programs 

Jason  Gaglia 

Beth  Israel  Deaconess 

Medical  Center 

David  Gonz 

UCLA  Medical  Center 

Daniel  Guerra 

Brigham  and  Women's  Hospital 

Julia  Hayes 

New  York  Presbyterian  Hospital 

(Columbia) 

Ivan  Ho 

Massachusetts  General  Hospital 
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I     MAKING   THE    ROUNDS   AT   HMS 


MEET  YOUR  MATCH:  Marco  Perez,  Ishir  Bhan,  and  Deanna  Nguyen  v/ere  all 
offered  residencies  at  Massachusetts  General  Hospital. 


Lin  Jia 

UCLA  Medical  Center 
Colette  Knight 

New  York  Presbyterian  Hospital 

(Columbia) 

Gerald  Koenig 

University  of  Michigan  Hospitals 

Ian  Kronish 

Mount  Sinai  Hospital, 

New  York,  NY 

Susan  Kuhn 

Johns  Hopkins  Hospital 

Morcia  Lux 

New  York  Presbyterian  Hospital 

(Columbia) 

Andy  Miller 

New  York  Presbyterian  Hospital 

(Columbia) 

David  Miller 

Beth  Israel  Deaconess  Medical  Center 

Jeffrey  Munson 

Yole-New  Haven  Hospital 

Deanna  Nguyen 

Massachusetts  General  Hospital 

Reeno  Pande 

Brigham  and  Women's  Hospital 

Lee  Peng 

Massachusetts  General  Hospital 


Marco  Perez 

Massachusetts  General  Hospital 

Elizabeth  Phillips 

Brigham  and  Women's  Hospital 

Angela  Rogers 

Brigham  and  Women's  Hospital 

Fidencio  Soldano 

Brigham  and  Women's  Hospital 

Jodi  Savitz 

Hospital  of  the  University  of. 

Pennsylvania,  Philadelphia 

Robert  Schloss 

Naval  Medical  Center, 

San  Diego,  CA 

Elizabeth  Springer 

Stanford  University  Programs 

Avni  Thakore 

Massachusetts  General  Hospital 

Giselo  Torres 

Baylor  College  of  Medicine, 

Houston,  TX 

Tracy  Wang 

Brigham  and  Women's  Hospital 

Martin  Were 

Brigham  and  Women's  Hospital 

Yvonne  Wilson 

New  York  Presbyterian  Hospital 

(Columbia) 


Brian  Wolpin 

Brigham  and  Women's  Hospital 

Internal  Medicine/ 
Primary  Care 

Samuel  Brovy^n 

Massachusetts  General  Hospital 
Shelly-Ann  Davidson  Fluker 

Brigham  and  Women's  Hospital 

Eileen  Kim 

University  of  California,  San  Francisco 

James  Morrill 

Massachusetts  General  Hospital 

Barbara  Saatkamp 

New  York  Presbyterian  Hospital  (Columbia) 

Arnold  Seto 

Santa  Clara  Valley  Medical  Center, 

San  Jose,  CA 

Eytan  Szmuilowicz 

Brigham  and  Women's  Hospital 

Sheri  Weiser 

University  of  California,  Son  Francisco 

William  Wolfe 

University  of  California,  San  Francisco 

M  e  d  i  c  i  n  e  /  P  e  d  i  a  t  r  i  c  s 


David  Harrison 

Harvard  Combined  Medicine/Pediatrics 
Jennifer  Pippins 

Harvard  Combined  Medicine/Pediatrics 
Rey  Ramos 

Yale-New  Haven  Hospital 

Neurology 

Doris  Chacon 

University  of  California,  Los  Angeles 
Roy  Hamilton 

University  of  Pennsylvania, 

Philadelphia 

Jeremiah  Scharf 

Harvard/Massachusetts  General  Hospital 
and  Brigham  and  Women's  Hospital 

Neurosurgery 

Clark  Chen 

Harvard/Massachusetts  General  Hospital 

Suresh  Mogge 

University  of  Pennsylvania, 

Philadelphia 

Sathish  Subbaiah 

Horvard/Brigham  and  Women's  Hospital 
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Ob/Gyn 

Colleen  Brownell 

Duke  University  Medical  Center, 

Durham,  NC 

Lisa  Callegari 

University  of  California,  San  Francisco 

Shireen  Donaldson 

Yale-New  Haven  Hospital 

Catherine  Friedman 

University  of  California,  San  Francisco 

Elizabeth  Lipson 

Mount  Sinai  Hospital, 

New  York,  NY 

Erica  Marsh 

Brigfiam  and  Women's  Hospital 

Rebecca  Perkins 

Brigfiam  and  Women's  Hospital 

Xun  Zhou 

Yale-New  Haven  Hospital 

Ophthalmology 

Amitabh  Bharadwaj 

Wasfiington  University,  St.  Louis 

Marsha  Cheung 

University  of  California,  San  Francisco 

Howard  Fine 

Wilmer  Eye  Institute,  JoFins  Hopkins, 

Baltimore,  MD 

Lily  Koo 

Massachusetts  Eye  and  Ear  Infirmary 

Rodrigo  Torres 

University  of  Southern  California, 

Los  Angeles 

Orthopedic  Surgery 

Jennifer  Graham 

Harvard  Combined  Orthopedics  Program 
Rajiv  Sethi 

Harvard  Combined  Orthopedics  Program 
Susan  Stewart 

Harvard  Combined  Orthopedics  Program 

Otolaryngology 

Deidre  Larrier 

Tufts  University  Program 

Pathology 

Quentin  Eichbaum 

Massachusetts  General  Hospital 
David  Lombard 

Brigham  and  Women's  Hospital 


Robert  Monroe 

Stanford  University  Programs 
Aliyah  Rahemtullah 

Massachusetts  General  Hospital 
Miguel  Rivera 

Brigham  and  Women's  Hospital 

Pediatrics 

Suneet  Agarwai 

Boston  Combined  Pediatric  Residency 

Roland  Brusseau 

Massachusetts  General  Hospital 

Margaret  Crawford 

Boston  Combined  Pediatric  Residency 

Michelle  Dorrell 

New  York  Presbyterian  Hospital 

(Cornell) 

Elizabeth  Fortescue 

Boston  Combined  Pediatric  Residency 

Mark  Gorman 

Boston  Combined  Pediatric  Residency 

David  Jones 

Boston  Combined  Pediatric  Residency 

Emily  Katz 

Massachusetts  General  Hospital 

Justine  Larson 

Massachusetts  General  Hospital 

Katherine  Lemon 

Boston  Combined  Pediatric  Residency 

Amit  Malhotra 

St.  Louis  Children's  Hospital 

Bridget  McCabe 

Boston  Combined  Pediatric  Residency 

Jean  Raphael 

Boston  Combined  Pediatric  Residency 

Sarah  Ringold 

University  of  Washington  Affiliated  Hospitals 

Andrea  Sachs 

Boston  Combined  Pediatric  Residency 

Gregory  Sawicki 

Boston  Combined  Pediatric  Residency 

Mary  Silvia 

Johns  Hopkins  Hospital 

Christina  Ullrich 

Boston  Combined  Pediatric  Residency 

Jennie  Votava 

University  of  Washington  Affiliated  Hospitals 

Pediatrics/Primary  Core 

Anne  Lee 

Boston  Combined  Pediatric  Residency 


THE  SCHOTT 
LETTER 

The  nation's  most  unique  investment 

letter,  wriftcn  &  edited 

by]ohnSchottM.D.HMS'66 

**The  highly  regarded  Schott  Letter 

helps  investors  cope  with  emotional 

hang-ups  that  mal<e  for  mistakes 

in  the  stock  market.  ♦♦ 

Forbes,  February  1996 

In  1986  Dr.  Schott 

recommended  the  purchase 

of  Berkshire  Hathaway;  will  you  be 

a  reader  when  he  finds 

the  next  Berkshire  Hathaway? 


24%  average  returns  for  12  years 


THE  SCHOTT  LETTER 
120  CENTRE  STREET 
DOVER,  MA  02050 


$110.00  for  12  issues 
MC/VISA 

(800)  797-9678 


Carpet  Diem 

A  Rug  for  Everyday  &r  Every  Mood 

From  Antique  Orientals  to 
Contemporary,  and  Everything  in  Between 

DECOR  INTERNATIONAL 

141  Newbury  Street 

Boston,  MA  02116 

617-2621529  Validated  Parking 

BEST  OF  BOSTON  RECIPIENT 
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I     MAKING  THE   ROUNDS   AT   HMS 


BRIGHT  FUTURES:  Greg  Sawicki  chose 
a  pediatrics  residency,  v^hile  Aliyah 
Rahemtullah  selected  pathology. 


Plastic  Surgery 

Jesus  Garcia 

Brigham  and  Women's  Hospital 
Sacha  Obaid 

University  of  Texas  Southwestern 
Medical  School  Program,  Dallas 
Amir  Taghinia 

Brigham  and  Women's  hlospital 

Psychiatry 

Paul  Borghesani 

University  of  Washington  Affiliated 
hHospitals,  Seattle 
Andrew  Gerber 

New  York  Presbyterian  Hospital  (Cornell 


Nikki  Gordon 

New  York  Presbyterian  Hospital  (Cornell) 
Eric  Morrow 

Massachusetts  General  Hospital/McLean 
Kirsten  Rhodes 

Massachusetts  General  Hospital/McLean 

Radiation  Oncology 

Beverly  Guadagnolo 

Joint  Center  for  Radiation  Therapy,  Boston 
Reshma  Jogsi 

Massachusetts  General  Hospital 
Benjamin  Rosenbluth 

Memorial  Sloon-Kettering,  New  York,  NY 
Ping  Zhou 

Joint  Center  for  Radiation  Therapy,  Boston 

Radiology 

Jing  Chen 

University  of  California,  San  Francisco 

Lino  Chen 

UCIA  Medical  Center 

Bryan  Hwang 

Stanford  University  Programs 

Stephen  Lobo 

Beth  Israel  Deaconess  Medical  Center 

Aradhana  Venkatesan 

Massachusetts  General  Hospital 

Jesse  Wei 

Beth  Israel  Deaconess  Medical  Center 

Urology 


Constance  Marks 

Cleveland  Clinic  Foundation 


Other 

Eran  Bendavid 

International  Medical  Experience 

Solange  Brown 

Postdoctoral  Fellowship,  Harvard  University 

Yvonne  Chan 

Postdoctoral  Fellowship, 

University  of  California,  San  Diego 

Steven  Chao 

Associate,  McKinsey  &  Co.,  Boston 

Richard  Christie 

Associate,  McKinsey  &  Co., 

New  York,  NY 

Katrin  Chua 

Postdoctoral  Fellowship, 

Center  for  Blood  Research/ 

Children's  Hospital,  Boston 

Neil  Ghiso 

Research,  Boston 

David  Hirsch 

Associate,  McKinsey  &  Co., 

Florhom  Park,  NJ 

Andrew  Oberwager 

Health  Core  Finance 

Lori  Poi 

Research,  New  York,  NY 

Jessica  Premdas 

Associate,  McKinsey  &  Co., 

Florhom  Pork,  NJ 

Mayukh  Sukhatme 

Associate,  Norrogonsett  Asset 

Management,  New  York,  NY 

Kweli  Thompson 

Health  Core  Policy,  Boston 


U.S.    NEWS    RATES    HARVARD    HOSPITALS   AMONG   THE    COUNTRY'S    BEST 


arvard-affiliated  teaching  hospitals  continued 
to  rank  high  in  this  year's  listing  by  U.S.  News 
and  World  Report  of  the  nation's  best  hospi- 
tals. The  annual  rankings  include  an  "honor 
roll"  that  lists  hospitals  that  "demonstrate  unusual  excel- 
lence across  the  board,"  and  again  Massachusetts  Gener- 
al Hospital  and  Brigham  and  Women's  Hospital  made  the 
list,  ranking  third  and  eleventh,  respectively. 

Beth  Israel  Deaconess  Medical  Center  came  in  at  num- 
ber 27  in  oncology,  10  in  cardiology,  5  in  endocrinology, 
19  in  gastroenterology,  1  1  in  geriatrics,  42  in  gynecology, 
21  in  nephrology,  43  in  neurology,  37  in  orthopedics,  and 
31  in  rheumatology.  Brigham  and  Women's  ranked  number 
1  8  in  oncology,  5  in  cardiology,  4  in  endocrinology,  15  in 


gastroenterology,  1 6  in  geriatrics,  3  in  gynecology,  2  in 
nephrology,  1 3  in  neurology,  1 2  in  orthopedics,  9  in  pul- 
monary disease,  4  in  rheumatology,  and  20  in  urology. 
Children's  Hospital  ranked  number  1  in  pediatrics.  Dana- 
Farber  Cancer  Institute  came  in  at  4  in  oncology  and  20  in 
neurology.  Massachusetts  Eye  and  Ear  Infirmary  ranked 
number  3  in  otolaryngology  and  4  in  ophthalmology. 
Massachusetts  General  Hospital  came  in  at  1 3  in 
oncology,  3  in  cardiology,  2  in  endocrinology,  4  in 
gastroenterology,  5  in  geriatrics,  7  in  gynecology,  1  in 
nephrology,  2  in  neurology,  3  in  orthopedics,  16  in 
pediatrics,  1  in  psychiatry,  7  in  pulmonary  disease,  6  in 
rheumatology,  and  8  in  urology.  McLean  Hospital  ranked 
number  4  in  psychiatry. 
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PRESTDENT^S    REPOH 


RECENTLY     LEARNED,     TO     MY 

astonishment,  that  the  con- 
struction of  the  Cathedral  of 
Milan  occurred  over  a  500- 
year  period  from  1386  to  1887.  How 
exactly  is  a  project  of  this  magnitude  sus- 
tained? How  is  the  vision  kept  alive? 
How  do  people  persevere  through  the 
layers  of  motivation  and  perspective 
that  surround  such  an  effort?  (What 
thoughts  must  there  have  been  in  the 
minds  of  the  stonemasons?  "1  have  so 
many  stones  to  haul!"  "Will  the  day  never 
end?"  "I'm  making  a  good  living  for  my 
family,  and  the  work  is  steady."  Or  per- 
haps, "I  am  contributing  to  the  making  of 
a  house  of  worship  to  last  for  centuries!") 
I  was  struck  by  the  parallelism  with 
our  roles  and  today's  house  of  medicine: 
the  mindset  of  "hauling  so  much  stone" 
versus  the  vision  of  stewardship  in  con- 
tributing to  healing  and  teaching  in  this 
time  and  place,  and  passing  it  on  for 
another  generation  to  seize  and  refine. 
Much  of  the  discussion  during  this 
spring's  meeting,  the  last  of  the  Alumni 
Council's  year,  focused  on  buttressing 
the  School's  efforts  in  medical  education 
in  the  present  and  future.  We  continued 
our  dialogue,  led  by  Pete  Coggins  '58  and 
Joseph  Hurd  '64,  about  the  Coleus  Soci- 
ety's focusing  on  minority  student  needs 
both  before  and  after  graduation. 

We  sampled  the  power  of  medical 
simulation  under  the  guidance  of  James 
Gordon  and  appreciated  the  value  of  the 
new  technology  in  learning  and  practic- 
ing critical  skiUs  in  a  "safe"  environment. 
We  learned  from  Dan  Federman  '53  and 
Janet  Hafler  of  the  programmatic  efforts 
aimed  at  helping  residents  become  better 
teachers,  initiatives  that  reflect  the  piv- 
otal role  of  housestaff  in  the  education  of 
medical  students.  And  we  were  updated 
by  Dan  Lowenstein  '83  about  The  Acad- 
emy, a  creative  and  vital  initiative  aimed 
at  supporting  medical  education  within 
HMS  and  affiliated  institutions.  As 
before,  the  Council  had  the  opportunity 
to  meet  with  Dean  Joseph  Martin  and 
learn  of  his  enthusiastic  support  of  these 
teaching  endeavors  as  well  as  hear 


about  the  continued  structural  changes 
designed  to  solidify  the  School's  position 
as  a  leader  within  medicine  today. 

In  addition  to  these  faculty  updates, 
the  Council  learned  the  results  of  a 
small,  pilot  alumni  survey.  After  much 
discussion  and  effort,  a  web-based  sur- 
vey was  sent  to  a  sample  of  alumni  from 
classes  represented  on  the  Council, 
with  a  slightly  better  than  50  percent 
response  rate.  The  survey's  intent  was  to 
test  the  feasibility  of  using  email  to  con- 
duct brief  surveys  about  issues  of  impor- 
tance to  HMS  and  medicine  in  general. 
(The  Alumni  Office  has  email  addresses 
for  about  half  of  our  8,600  alumni.) 

In  this  pilot,  we  sought  answers  to 
both  specific  questions  ("Should  HMS 
add  courses  on  the  business  of  medi- 
cine?"— to  which  88  percent  responded 
affirmatively),  as  well  as  slightly  more 
open-ended  inquiries  ("If  you  had  20 
minutes  alone  with  Dean  Martin,  what 
would  be  the  single  most  important 
issue  you  would  discuss  with  him?" — a 
question  that  yielded  a  rich  range  of 
responses  from  health  in  developing 
countries  to  student  indebtedness).  The 
survey  will  be  extended  to  a  broader 
sample  of  the  alumni  this  fall  and  we 
look  forward  to  your  responses. 

Finally,  I  want  to  acknowledge  the 
privilege  of  working  with  and  learning 
from  the  Council  over  the  past  three 
years.  Their  sense  of  commitment  to 
HMS  and  to  medicine  sharpens  my 
appreciation  that  the  vision  "for  the 
cathedral"  is  not  lost  but,  as  we  all 
acknowledge,  must  be  preserved.  As 
well,  I  want  to  recognize  the  sustaining 
efforts  of  the  Alumni  Office,  especially 
those  of  Dan  Federman,  Nora  Nercess- 
ian,  and  Tenley  Albright  '61.  I  also  want 
to  congratulate  the  new  members  of  the 
Alumni  Council  and  wish  our  new  pres- 
ident. Pepper  Davis  '63,  the  same  mea- 
sure of  collegiality  and  support  I've  been 
privileged  to  enjoy.  ■ 

Charles  ].  Hatcm  '66  is  director  of  medical 
education  at  Mount  Auburn  Hospital  in  Cam- 
bridge, Massachusetts. 


KEEP    IN    MIND 


THE  HISTORY  OF 
PSYCHIATRY  AND  MEDICINE 

The  Department  of  Postgraduate  and 
Continuing  Education  at  McLean  Hospital 
and  the  Harvard  Consolidated  Depart- 
ment of  Psychiatry  invite  you  to  attend  a 
Colloquium  on  the  History  of  Psychiatry 
and  Medicine  this  fall.  The  sessions — 
on  such  topics  as  Jewish  tradition  and 
medical  ethics;  disease,  diagnosis,  and 
deviance;  and  religion  and  medicine — 
will  be  held  at  the  Daniel  C.  Tosteson 
Medical  Education  Center. 

For  more  information,  contact  David  Satin  '58 
at  da\ndjatin@hms.harvard.edu 

OR  CALL  617-332-0032 


PARIS 

Left   Bank 

We  offer  rental  of  our  spacious, 

well-appointed  17th  century  apartment 

home.  The  period  decor  includes  all 

modern  conveniences.  The  location  is 

the  finest  in  Paris,  on  the  Rue  de 

Varenne,  7th  Arrondissement.  Maid 

service  and  our  Guide  to  the  Best  of  Paris 

are  included  for  free. 


ST.  BARTS 

Caribbean 

We  offer  rental  of  our  wonderful  home 
on  the  ideal  tropical  island.  Our 
spacious  property  has  a  private  pool 
and  is  carefully  tended,  perfect  for 
honeymoons  and  relaxing  vacations. 
Maid  service  and  our  Guide  to  the  Bat 
of  St.  Barts  are  included  free  of  charge. 

(650)  327-2415 

PLEASE  CALL  FOR  FURTHER  PARTICULARS. 
IT  WILL  BE  A  PLEASURE  TO  ASSIST  YOU. 
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BOOKMARK 


REVIEWING   THE   PRINTED   WORD 


The  Real  World  Guide  to 
Psychotherapy  Practice 

Edited  by  Alex  N.  Sabo,  MD,  and  Leston  Havens,  MD 
(Harvard  University  Press,  2000) 

WE  WERE  HMS  HI  STUDENTS  ON  A  PSYCHIATRY  ROTATION!  PLIANT, 

absorptive,  and  looking  to  please.  The  cherry  on  our  sundae 
was  a  series  of  meetings  with  an  eminent  professor  of  psy- 
chiatry. Each  week,  in  our  presence,  he  interviewed  an 
inpatient  before  us.  There  was  a  first-year  student  from 
MIT  cowering  under  her  first  psychotic  break.  A  woman 
on  her  25th  admission  for  the  same  single  thought.  A  man 
who  spoke  at  the  speed  of  sound.  A  man  who  didn't 
speak  at  all.  The  width  and  depth  of 
unhappiness  was  breathtaking. 

Our  professor  was  properly  stooped, 
with  a  voice  light  as  ash  and  an  air  of 
calm  beyond  calm.  We  assumed  the  calm 
came  from  that  profound  life  of  profes- 
sional thought  that  psychiatrists  lead. 

On  the  last  day  of  the  rotation,  he  met  us 
without  any  patient.  It  was  time  for  the  tra- 
ditional summation  and  farewells.  He  looked 
at  us  kindly.  "I  can  tell  anyone  here  where  the 
brain  is,"  he  began.  Then  suddenly,  he  hit  the 
table.  It  shook  alarmingly.  "But,  dammit,"  he 
said,  "can  anyone  here  tell  me  where  the  mind  is?" 

None  of  us  could.  The  fact  must  have  elud 
ed  us  in  some  lecture.  It  was  a  rookie  student 
mistake,  being  caught  by  a  question.  His  eyes  flashed  while 
he  waited.  I  saw  nephrology  in  my  future. 

Locating  the  mind  (we  did  not  know  then)  is  the  question 
psychiatry  has  tackled  straight  on  and  swerved  to  avoid,  run 
directly  toward  and  then  escaped,  measured  with  MRIs  and 
pinned  down  in  a  thousand  certain  ways.  But  always  it  rises 
up  again,  reconstituted  into  a  more  complex  form.  Everyone 
knows  where  the  brain  is,  but  no  one  knows  where  the  mind 
is.  Yet  even  without  knowing,  we  are  obliged  to  care  for 
patients  who  are  losing  theirs. 

Twenty  years  later,  it  is  unhkely  that  the  professor  of  psy- 
chiatry has  found  the  answer  to  his  question.  But  now,  with  a 
colleague,  he  has  edited  a  book,  a  wonderful  book,  on  all  the 
ways  to  work  effectively  and  usefully  without  that  answer. 

Dorit  be  misled  by  the  title.  The  Real  World  Guide  to  Psy- 
chotherapy  Practice,  edited  by  Alex  N.  Sabo  and  Leston  Havens, 
2  sounds  as  if  the  chapters  will  be  looking  down  at  the  reader 
I  from  heights  so  lofty  they  are  about  to  trip  over  themselves. 
S  But  the  book  is  full  of  such  graciousness,  humility,  and  good 
o  writing  that  it  brings  to  mind  a  word  almost  entirely  missing 
s  in  psychiatry  these  days — poetry. 


rOfi'-^ 


Just  look  at  how  it  is  organized.  A  series  of  commentaries, 
almost  Tahnudic,  precede  each  section  "Kke  river  guides, 
placed.. .to  point  out  bends.. .or  fast  currents  before  they 
arrive."  The  first  section  is  not  about  neurobiology  or  insur- 
ance, but  "The  Relationship  in  Clinical  Work."  Astounding! 
Revelatory!  Luxurious!  Retro!  And,  as  the  authors  argue  in 
several  eloquent  chapters,  essential  for  patients  and  thera- 
pists, who — through  behavioral  therapy,  group  therapy, 
trauma  therapy  psychoanalysis,  or  pharmacology — enter  the 
unforeseeable  land  of  discovery  together.  As  Dr.  Sabo  writes 
in  his  introduction,  "In  the  grander  scheme,  we  beheve  that 
attention  to  the  quahty  of  relationship  ensures  the  survival 
of  the  individual,  the  carrier  of  human  experience." 

This  is  followed  by  a  section  on  "How  the 
Work  Gets  Done."  It  implies  something 
operational — maybe  a  list  of  assembly 
instructions  with  illustrations  on  where 
to  cut  and  fold.  Instead,  there  is  a  series 
of  stories.  One  therapist  writes  about 
working  with  violent  men,  another  with 
"people  stressed  by  poverty,"  another 
with  emergencies,  and  another,  simply, 
with  "a  desperate  situation."  The  writers 
have  been  culled  from  all  levels  and  vari- 
ety of  training,  but  they  have  this  in  com- 
mon: they  care,  in  unapologetic  first  per- 
son. Passion  causes  topics  that  have  been 
written  about  many  times  before  to  turn 
elegant  corners  and  leap  into  new  thought. 
"I  can  imagine,"  one  writer  muses,  "what.. .difficult 
feelings  I  would  have  about  someone  who  offered  me  sup- 
port, invited  me  to  confide,  yet  who.. .could  take  my  chil- 
dren away  from  me." 

The  third  section,  "Rethinking  Psychotherapy,"  is  half 
theory,  half  mulhng.  Although  it  contains  a  rather  technical 
treatise  on  dialectical  behavioral  therapy,  it  closes — dehber- 
ately,  maybe  even  defiantly — with  a  meditation  on  psycho- 
analysis. That  dinosaur  still  roams,  stiU  evolves,  and  is 
described  here  by  an  analyst  who  loves  its  bones.  He  makes 
his  case  in  a  tangle  of  puns  and  layers  as  elegant  as  a  dream- 
er dreaming  his  dream. 

The  book  ends  clearly:  be  warned  about  entering  the 
unlocated,  oblique  mind  of  another,  but  do  not  be  warned 
off.  "What  the  patient  accomplishes  becomes  in  some 
measure  part  of  the  history  of  the  therapist,"  writes  Dr. 
Havens  in  his  ash-light  voice.  He  is  not  pounding  the  table 
to  provoke  his  students  this  time.  He  is  inspiring  us.  "An 
extraordinary  joy  enters. ..for  both  parties,  through  this 
making  of  lives.  Could  there  be  better  work  to  do  in  the 
world?"  ■ 

Elissa  Ely  W  is  a  lecturer  on  psychiatry  at  HMS. 
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Most  Greatly  Lived 

A  Biographical  Novel  of  Edward  dc  Vox, 
Seventeenth  Earl  of  Oxford,  Whose  Pen  Name 
Was  William  Shakespeare,  by  Paul  Hemen- 
way  Altrocchi  '56  (Xlibris,  2000) 


THE  POOR 
OF 

NO  RETURN 


A  second' generation  member  of  the 
Shakespeare  Oxford  Society,  the  author 
explores  one  of  the  world's  greatest  liter- 
ary mysteries.  This  novel  follows  the 
interconnected  li\'es  of  three  historical 
figures;  Queen  Elizabeth,  Lord  Treasurer 
William  Cecil,  and  the  little-known 
Edward  de  Vere,  whom  Altrocchi  sug- 
gests may  be  the  true  author  of  the  plays 
attributed  to  William  Shakespeare. 

Words  in  Hand 

by  Russell  E.  Wigh  '39 
(Professional  Press,  2000) 

Designed  for  people  with  memory 
impairment.  Words  in  Hand  provides  lists 
of  commonly  used  words,  organized  by 
category.  Groups  of  words  are  provided 
for  all  areas  of  life,  including  sports  and 
entertainment,  food,  religion,  nature, 
technology,  and  government.  Users  can 
carry  the  small  volume  anywhere  to  help 
them  recall  the  words  they  need  to  com- 
municate, allowing  them  to  feel  more 
confident  and  at  ease. 

Love  and  Modern  Medicine 

Stories,  by  Petri  Klass  '86 
(Houghton  Mifflin,  2001) 


The  author  of  this  short  story  collection 
is  a  practicing  pediatrician  and  five-time 


O.  Henry  Award  winner.  These  11  stories 
explore  the  intersection  of  personal  and 
professional  Me,  often  focusing  on  cou- 
ples, fanulies,  and  babies.  Klass's  complex 
characters  are  parents,  doctors,  patients, 
friends,  and  lovers,  who  find  that  profes- 
sional expertise — even  the  finest  medical 
knowledge — cannot  always  ward  off 
threats  to  everyday  happiness. 

The  Door  of  No  Return 

A  Spiritual  Pilgrimage  for  Africans 
in  America,  by  Mary  A.  Flowers  '78 
(Xlibris,  2000) 


The  author's  journey  to  Africa  provides 
the  basis  for  this  personal  account.  When 
the  hves  of  three  African  American  female 
physicians  are  shaken  by  a  drive-by 
shooting  in  a  Southern  California  town, 
they  seek  refuge  in  the  ancient  city  of 
Dakar.  The  author  visits  the  slave  castle 
of  Goree  Island,  on  the  coast  of  Senegal, 
where  slaves  were  housed  before  moving 
on  to  the  "Middle  Passage"  to  be  sold  in 
America.  Ultimately  her  journey  leads 
her  to  a  rich  appreciation  of  the  hves  and 
sacrifices  of  her  ancestors. 

Pioneers  in  Medicine  and  Their 
Impact  on  Tuberculosis 

by  Thomas  M.  Daniel  '55 
(University  of  Rochester  Press,  2000) 


The  stories  of  six  medical  pioneers, 
whose  hves  sparmed  nearly  two  cen- 
turies, are  examined  in  this  book  about 
the  fight  against  tuberculosis.  The 
author  explores  these  scientists'  contri- 


butions in  their  own  fields — pathology, 
bacteriology,  public  health,  immunology, 
epidemiology,  and  antibiotics  research — 
as  well  as  their  special  work  in  conquer- 
ing tuberculosis.  Their  discoveries  are 
also  examined  in  relation  to  the  dramat- 
ic expansion  of  medical  science  during 
the  times  in  which  they  lived. 

A  Question  of  Intent 

A  Great  American  Battle  with  a 
Deadly  Industry,  by  David  Kessler  77 
(Public  Affairs,  2001) 


A  former  Commissioner  of  the  U.S.  Food 
and  Drug  Administration  under  presi- 
dents George  Bush  and  BUI  Clinton, 
Kessler  has  written  a  riveting  detective 
story  that  uncovers  how  the  lethal 
tobacco  industry  was  able  to  keep  a 
nation  in  its  grip  for  more  than  half  a 
century,  and  how  a  small  team  at  a  gov- 
ernment agency  fearlessly  faced  it  dov^m. 

Is  My  Child  Overtired? 

The  Sleep  Solution  for  Raising  Happier, 
Healthier  Children,  by  Will  Wilkoff  '70 
(Fireside,  2000) 


Sleep  deprivation  is  a  much  more  impor- 
tant health  issue  than  many  parents  real- 
ize. Wilkoff  addresses  the  problem  by 
describing  the  unique  sleep  require- 
ments for  each  stage  of  development, 
from  infancy  through  adolescence.  He 
also  offers  a  proactive  child-rearing  plan 
that  encourages  parents  to  establish 
and  stick  to  a  sleep  routine  for  the 
whole  family. 
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BENCHMARKS 


DISCOVERY   AT   HMS 


Breathing  New  Life  into  Asthma  Therapy 


BOUT  OF  ASTHMA  CAN  LEAVE  A 

person  spent  and  shaken, 
but  scientists  have  recently 
uncovered  a  more  lasting 
consequence.  During  an  attack,  the  del- 
icate airways  in  the  lungs — the  tiniest  of 
which  give  rise  to  the  grapelike  alve- 
oli— can  grow  permanently  scarred, 
making  future  attacks  even  more  debili- 
tating. Figuring  out  what  causes  these 
airways  to  be  remodeled — and  how  to 
stop  it — is  one  of  the  most  active  quests 
in  asthma  research. 

A  team  of  HMS  scientists  has  hit 
upon  a  novel  explanation  for  how 
this  airway  remodeling  occurs,  one 


that  suggests  a  revised  approach  to 
asthma  treatment. 

Mechanical  Difficulties 


Until  recently,  suspicions  have  centered 
on  the  immune  cells.  Asthma  begins 
when  these  cells  signal  the  smooth  mus- 
cles encircling  the  lung's  airways  to  con- 
strict. Researchers  thought  that  during 
an  attack,  the  immune  cells  might  send 
a  second  set  of  messages,  this  time  to  the 
epithelial  cells  lining  the  airways,  ulti- 
mately causing  the  airways  to  stiffen. 

It  now  appears  that  another  force 
may  be  working  on  the  epithelial  cells. 


BREATHING  EASY:  A  study  by  researchers  including  Jeffrey  Drazen  (left)  and 
Dan  Tschumperlin  suggests  that  muscle  relaxants  might  be  combined  with 
steroids  to  produce  an  improved  asthma  treatment. 


namely  the  mechanical  stress  exerted 
upon  them  by  the  constricting  smooth 
muscles.  As  these  muscles  tighten,  epithe- 
lial cells  are  squeezed  and  deformed. 
Jeffrey  Drazen  72  and  his  colleagues 
have  evidence  that  the  cells  sense  this 
deformation  and  send  messages  to 
nearby  cells,  telling  them  to  produce 
stiffening  proteins,  perhaps  to  resist 
the  stranglehold. 

Led  by  Melody  Swartz,  who  was  until 
recently  a  research  fellow  in  Drazeris 
laboratory,  the  researchers  grew  human 
epithelial  cells  together  with  fibroblasts, 
which  are  responsible  for  making  colla- 
gen and  other  airway-thickening  pro- 
teins. Swartz,  who  is  now  at  Northwest- 
ern University,  and  her  colleagues 
exposed  the  epithelial  cells  to  the  kind  of 
mechanical  stress  they  might  experience 
during  an  asthma  attack.  They  found 
that  the  fibroblasts  secreted  fibrous  pro- 
teins. When  the  stress  was  removed,  the 
fibroblasts  failed  to  produce  the  pro- 
teins. The  findings,  which  appeared  in 
the  May  15  issue  of  Proceedings  of  the 
ISIational  Academy  of  Sciences,  suggest  that 
during  an  asthma  attack,  stressed 
epithelial  cells  are  sending  signals  to  the 
collagen-producing  fibroblasts. 

Tuning  in  to  this  mechanically  induced 
cellular  conversation  may  lead  to  a  new 
therapeutic  approach,  or  rather,  the 
revival  of  an  old  one — namely,  the  use  of 
muscle  relaxants.  For  decades,  asthma 
was  treated  with  drugs  that  loosen  the 
smooth  muscle's  grip  on  the  lungs'  air- 
ways. These  muscle  relaxants  were  dis- 
carded about  20  years  ago  in  favor  of 
anti- inflammatory  agents,  which  help 
stop  immune  cells  from  instigating 
an  attack.  But  these  steroids  are  not 
completely  effective.  Adding  muscle 
relaxants  could  help  break  the  cycle 
of  attack,  constriction,  and  stress- 
induced  scarring. 

"I  would  argue  from  this  work  that 
muscle  relaxants  should  be  combined 
with  anti-inflammatory  medicines, 
because  by  preventing  smooth  muscle 
constriction,  they  would  pre\'ent  this 
amplification  from  occurring  in  the  first 
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place,"  says  Drazen,  an  HMS  professor 
of  medicine  at  Brigham  and  Women's 
Hospital  and  editor-in-chief  of  the  New 
England  journal  of  Medicine.  Such  com- 
bined therapies — steroids  and  muscle 
relaxants  in  the  same  inhaler — are 
already  used  in  Europe.  Although  the 
combined  therapy  has  met  with  some 
resistance  in  the  United  States,  Drazen 
hopes  that  the  new  work  will  provide 
a  rationale  for  the  incorporation  of  mus- 
cle relaxants. 

"People  have  viewed  preventing  bron- 
choconstriction  as  a  physiological  treat- 
ment," he  says.  "They  thought  it  had  no 
effect  on  the  cell  biology.  These  data  sug- 
gest that  this  physiological  treatment 
actually  has  a  substantial  impact  on  the 
cell  biology  of  the  airways." 

Mixed  Signals 

It  was  a  sense  that  such  therapies — in 
particular,  a  new  class  of  long- acting 
muscle  relaxants — ^were  being  unfairly 
dismissed  that  inspired  Drazen  to  take  a 
closer  look  at  the  effects  of  bronchocon- 
striction  on  human  epithelial  cells. 
He  and  his  colleagues  had  previously 
shown  that  applying  mechanical  pres- 
sure to  rat  epithelia  caused  the  cells  to 
turn  up  the  expression  of  certain  genes. 
Suspecting  that  it  might  do  the  same  in 
human  epithelial  cells  and  that  the 
upregulation  might  be  directed  at  sig- 
naling fibroblasts  to  make  collagen 
and  other  airway-thickening  proteins, 
Swartz  cultured  the  two  kinds  of  human 
cells  together. 

Sure  enough,  when  the  epithelial 
cells  were  mechanically  stressed,  colla- 
gen levels  went  up.  At  the  same  time, 
fibroblast  proliferation  slowed  down, 
suggesting  that  the  epithehal  cells  were 
signahng  each  fibroblast  to  make  extra 
protein.  But  in  addition  to  signaling  the 
fibroblasts,  epithehal  cells  put  out  two 
enzymes — MMP-9,  which  degrades  col- 
lagen, and  TIMP-1,  which  inhibits 
MMP-9,  thereby  preserving  collagen.  In 
people  with  asthma,  the  ratio  between 
the  two  enzymes  is  tipped  in  favor  of 


WHAT  HAPPENS  DURING  AN  ASTHMA  ATTACK? 


During  an  asthma 
attack,  smooth  muscles 
encircling  the  lung's  air- 
ways constrict,  causing 
the  normally  smooth 
layer  of  epithelial  cells 
lining  the  airv^ays  to 
invaginale  and  bunch 
up  on  themselves,  pro- 
ducing a  corrugated 
appearance. 


the  collagen-preserving  TIMP-I.  The 
experimentally  stressed  epithelial  cells 
exhibited  the  asthmalike  ratio. 

This  raises  an  interesting  set  of  possi- 
bilities. "Either  the  fibroblasts  are  pro- 
ducing more  collagen  on  a  per-cell  basis 
when  we  apply  the  stimulus  or  the 
epithelial  cells  are  modulating  their 
enzyme  system  to  allow  more  collagen 
to  be  elaborated  in  the  medium,"  says 
Dan  Tschumperlin,  research  fellow  in 
physiology  in  the  Department  of  Envi- 
ronmental Health  at  the  Harvard  School 
of  Public  Health  and  a  co-author  on  the 
paper.  He  is  currently  studying  the  sig- 
nals sent  by  the  epithelial  cells  to  the 
fibroblasts  to  see  if  any  are  capable  of 
upregulating  collagen  production. 

It  is  unlikely  that  those  signals  will 
tell  the  whole  story.  In  another  experi- 
ment, the  researchers  exposed  isolated 
fibroblasts  to  culture  medium  contain- 
ing the  mechanically  induced  epithelial 
signals,  but  no  epithelial  cells.  Fibro- 


The  mechanical 
forces  produced  by 
the  compression  of 
the  epithelial  cells 
(see  arrows)  cause 
the  cells  to  upregu- 
late  genes  that 
lead,  ultimately,  to 
air>vay  stiffening. 


blast  proliferation  increased,  whereas  it 
slowed  down  in  the  presence  of  epithe- 
lial cells.  The  findings  suggest  that  there 
is  an  ongoing  dialogue  between  fibro- 
blasts and  epithelia.  "The  fibroblasts  are 
somehow  communicating  with  the 
epithelial  cells  as  well  as  the  epithelial 
cells  communicating  with  the  fibro- 
blasts," Tschumperlin  says. 

What  kind  of  communication  might 
be  occurring  between  the  two  kinds  of 
cell?  "If  you  think  of  this  as  a  mechanism 
to  stiffen  the  airway  and  therefore  pre- 
vent it  from  constricting,  perhaps  this 
two-way  communication  allows  the 
epithelial  layer  to  know  everything  is 
okay — or  not  okay,"  Drazen  says.  "So  you 
dorit  just  have  cells  saying  'remodel.' 
Other  cells  need  to  be  able  to  say  'this 
area  needs  amplification,  or  shoring  up, 
and  this  area  needs  downregulation.'"  ■ 

Misia  Landau  is  the  senior  science  writer 
for  Focus. 
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DOCTORS  IN  BATTLE 


44 


IT  SEEMS  HARD  TO  REALIZE  THAT  THE  EASY-GOING  DAYS  OF 

normalcy  in  medical  education  ever  existed  and  that,  once  upon 
a  time,  Harvard  students  wandered  leisurely  through  four  years 
of  medical  school  life.  In  those  days  v^^e  were  all  civihans;  men  of 
peace,  a  group  of  teachers  and  students  lunching  together  each 
day  in  Vanderbilt  Hall  at  small  tables,  working  together  in  lab- 
oratories and  clinics;  in  general,  leading  a  pleasant  and  unruffled 
existence."  Thus  HMS  assistant  dean  Reginald  Fitz  '09,  writing 
in  the  1946  Acsculapiad,  reflected  on  the  idyllic  period  before  the 
so-called  "total  war"  transformed  the  School  and  the  hves  of  its 
students  and  faculty 

As  early  as  1939,  when  the  war  broke  out  in  Europe,  some  at 
HMS,  mindful  of  events  back  in  1914,  began  planning  for  the 

WINDS  OF  WAR:  To  prepare  for  battle,  HMS  students  undertook  a  specialized 
curriculum,  including  chemical  v/arfare  training  on  the  Quadrangle,  pictured  here. 


From  the  halls  of  Vanderbilt,  to  the  shores  of  Tripoli,  Harvard  medical  students  and  faculty 


HMS 
prepares 

for 


answered  their  country's  call  to  duty 
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ay  April  1943,  rumors  flew  wildly  at  HMS  that  the 
be  called  to  active  duty.  On  June  24,  1943,  those 


possibility  of  future  involvement.  The 
faculty  established  a  War  Committee 
and  unearthed  from  the  archives  the 
old  plan  for  Base  Hospital  No.  5,  the 
Harvard  unit  that  had  served  in  World 
War  I.  They  used  it  as  a  model  for  cre- 
ating, on  paper,  a  new  unit.  General 
Hospital  No.  5,  to  be  ready  for  active 
duty  if  the  need  arose. 

HMS  investigators  began  focusing 
their  research,  much  of  it  secret,  on 
war  medicine.  They  studied  challenges 
related  to  aviation  physiology  and  the 
problems  of  shock  and  blood  volume 
replacement.  They  worked  on  perfect- 
ing clothing  designed  to  protect 
troops  in  extreme  weather;  producing 
improved  oxygen  masks  for  high- alti- 
tude pilots;  treating  burns  and  head 
injuries  in  innovative  ways;  and  facih- 
tating  whole  blood  shipments  to  com- 
bat zones.  HMS  faculty  added  to  the 
curriculum  courses  in  first  aid,  tropical 
medicine,  and  chemical  warfare. 

Yet  to  most  students,  at  first,  the  war 
seemed  distant  and  surreal,  the  stuff  of 
newspaper  headlines  rather  than  real 
hfe.  The  1944  Acsailapiad  records  one 
student's  melancholy  reflection:  "To  us, 
the  first  real  tnlding  of  any  change  in 
our  affairs,  was...when  the  units  of  both 
the  Brigham  and  the  General  went  on 
active  duty,  taking  with  them  a  quanti- 
ty of  our  teaching  staff.  At  first,  these 
men  were  mere  Ksts  of  names,  for  we 
were  still  in  our  preclinical  years  and 
knew  of  the  men  in  the  chnics  only 
from  the  humorous  anecdotes  of  the 
upperclassmen.  But  soon  our  clinical 
apprenticeship  was  upon  us  and  we 
quickly  came  to  realize  that  there  was 
something  missing,  though  there  was 
great  consolation  in  the  numbers  of 
older  men  who  had  come  back  to  teach 
us...  But  just  as  we  were  beginning  to 
revel  in  their  wealth  of  clinicians,  their 
unit  too  was  called  away." 

"The  war  was  foremost  on  our 
minds,"  says  Francis  D.  Moore,  Sr.  39, 


who  spent  the  war  years  at  HMS  con- 
ducting research  critical  to  treating 
casualties.  "We  wondered  when  we 
would  get  into  the  war  to  help  stop  the 
horrors  of  Hider.  The  Japanese  answered 
that  question  for  us  on  December  7, 1941. 
After  that,  the  changes  in  our  daily 
work  at  HMS  were  truly  massive.  The 
'foreign'  war  became  our  war." 

After  Pearl  Harbor,  hfe  at  HMS  took 
on  a  steadily  more  martial  character. 
Teaching  laboratories  were  turned  into 
a  registration  center,  where  all  stu- 
dents filled  out  Selective  Service  forms, 
declaring  themselves  second  lieu- 
tenants or  ensigns  in  the  Army  or  Navy 
reserves.  Beginning  in  July  1942,  seven 
months  after  Pearl  Harbor,  the  dean 
and  faculty  made  arrangements  to 
compress  medical  training  into  three 


years  instead  of  four.  The  accelerated 
curriculum  led  to  two  groups  of  grad- 
uates: the  fourth-year  students  gradu- 
ated in  March  1943  and  became  known 
as  the  As,  while  the  original  Class  of 
1944,  also  accelerated,  graduated  in 
December  of  the  same  year  and  became 
knowTi  as  the  B's. 

By  April  1943,  rumors  flew  wildly  at 
HMS  that  the  students  would  soon  be 
called  to  active  duty.  On  June  24, 1943, 
those  rumors  became  reahty,  as  a  first 
batch  of  175  medical  students,  fol- 
lowed soon  after  by  an  additional  150, 
left  Vanderbilt  Hall  and  boarded  a 
train  for  Ayer,  Massachusetts.  The  men 
had  no  idea  what  to  expect  from  the 
two  days  of  processing  at  Fort  Devens, 
which  would  turn  them  oEiciaUy  into 
privates  in  the  U.S.  Army.  Two  weeks 
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students  would  soon 
rumors  became  reality. 


WAR  GAMES: 

A.  HMS  students 
stand  at  attention 
on  the  Quadrangle. 

B.  Vanderbilt  Hall  was 
transformed  into  an 
austere  barracks  for 
the  student-soldiers. 

C.  HMS  students 
receive  a  lecture  on 
casualty  transport. 


fter  a  barrage  of  Army  intelligence  tests,  early  morning 
were  grateful  to  return  to  Vanderbilt  Hall — until  they 


later,  another  165  HMS  students, 
though  still  based  at  the  School,  were 
declared  active  seamen  in  the  Navy. 

At  Fort  Devens,  following  a  long 
march  from  the  train  to  the  camp,  the 
Army  men  picked  up  their  uniforms 
and  equipment,  assembly  line-style. 
They  then  hauled  their  heavy  bags 
to  the  barracks,  sweating  through  the 
winter  uniforms  they  wore  despite  the 
summer  heat.  After  a  barrage  of  Army 
tnteUigence  tests,  early  morning  reveiUe, 
pohcing,  drilling,  lectures  about  sex, 
and  KP,  the  students  were  grateful  to 
return  to  Vanderbilt  Hall — until  they 
reahzed  that  it  had  been  turned  into  a 
military  barracks  that  rivaled  an  out- 
post of  Fort  Devens,  complete  with  an 
11:00  p.m.  bedcheck. 


Their  previously  single  rooms  now 
featured  twin  desks  and  iron  double- 
decker  bunk  beds  covered  with  Army- 
issue  brown  blankets.  At  the  foot  of 
each  bed  hung  a  gas  mask  and  bar- 
racks bag.  On  orders,  pin-up  posters  of 
starlets  disappeared  from  the  walls,  as 
did  photos  of  wives  on  bureaus. 
Drilling,  saluting,  and  bugling  became 
commonplace.  The  students  sat  at 
long,  narrow  tables  in  the  dining  halls. 
Waitresses  were  replaced  by  self-ser- 
vice. Every  Friday,  the  medical  regi- 
ment performed  an  exercise  in  which 
members  marched  past  the  adminis- 
tration building  accompanied  by  mih- 
tary  music  and  then  stood  at  attention 
in  the  Quadrangle  as  the  national 
anthem  was  played. 


Captain  RusseU  Fairbanks  arrived 
and  instituted  his  regimen  of  shoe  pol- 
ishing, room  inspections,  and  6:45  a.m. 
reveille.  Then  the  student-soldiers, 
guided  always  by  the  same  recorded 
march,  paraded  around  the  Quadran- 
gle and  did  exercises  and  drills.  Med- 
ical lectures  began  at  8:30,  causing 
some  grumbhng  among  the  students. 

John  C.  Bullard  '45  penned  the  fol- 
lowing diary  entries:  "July  12,  1943: 
Fairbanks  continues  his  campaign  as 
Hitler,  Jr."  and  'August  18, 1943:  Some- 
body asked  Fairbanks  for  a  half-hour 
more  sleep — this  leads  to  caUsthen- 
ics."  To  the  rehef  of  the  ranks  at  HMS, 
Fairbanks  was  eventually  replaced  by 
a  more  genial  company  commander. 
Major  Jerome  Rosengard,  who  occu- 
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reveille,  drilling,  lectures  about  sex,  and  KP,  the  students 
realized  that  it  had  been  turned  into  a  military  barracks. 


BASIC  TRAINING:  HMS  students  practice 
setting  up  an  aid  station  to  treat  casualties 
of  battle  (above);  students  participate  in  a 
chemical  v/arfare  drill  (left).' 


pied  an  office  on  the  first  floor  of 
Building  A. 

Tfie  war  gradually  crept  into  every 
aspect  of  life  at  HMS.  One  student 
wrote  in  the  1944  Aesculapifld,  "It  was 
over  a  year  ago  that  the  dim-out  began, 
and  the  parking  lot  hght  went  out, 
along  with  the  lights  on  the  rest  of  the 
eastern  seacoast.  Building  A  was  dark- 
ened, and  the  remaining  buildings 
were  locked  tight  promptly  at  six,  to 
protect  from  spying  eyes  the  secrets  of 
medical  research  which  their  upper 
floors  contained." 

Gasoline  became  scarce,  and  the  stu- 
dents found  themselves  vainly  trying  to 
conviace  ration  boards  that  their  trips 
to  hospitals  were  more,  the  student 
wrote,  "than  just  pleasure  jaunts.  Bicy- 


cles sprouted,  even  roller  skates 
appeared  and  many  of  us  ran  hurriedly 
from  trolley  to  troUey  in  the  Park  Street 
Station.  Food  prices  in  the  dining  hall 
inched  up  while  sugar  and  butter  dis- 
appeared from  the  tables." 

In  one  of  the  HMS  dean's  offices, 
Reginald  Fitz  noted  in  the  1946  kticu- 
lapiad,  there  hung  a  map  of  the  world 
onto  which  many  tiny  Harvard  flags 
had  been  pinned,  marking  the  places 
where,  at  some  time  during  the  war,  an 
American  medical  installation  was 
maimed  in  part  by  HMS  alumni. 

"They  are  thickest  in  New  England 
and  along  the  Atlantic  coast,"  Fitz 
wrote,  "but  appear  dotted  all  over  the 
United  States... There  is  a  large  coUection 
of  flags  in  the  British  Isles,  farming  out 


across  the  Enghsh  Channel  to  France 
and  Germany.  There  is  another  coUec- 
tion in  Africa  extending  northward  to 
Sicily  and  Italy,  and  eastward,  if  one  goes 
far  enough,  to  India  and  to  Burma... 
There  are  Harvard  flags  in  all  the  places 
that  were  so  expensively  occupied  dur- 
ing the  campaigns  in  the  Pacific:  Pearl 
Harbor,  Australia,  New  Zealand,  New 
Guinea,  Luzon,  China,  and  even  Japan." 
By  the  time  Japan  surrendered  in 
August  1945,  a  total  of  1,788  HMS 
men  had  seen  active  duty  as  medical 
officers  at  one  time  or  another  during 
the  war,  and  25  had  died  while  in  mil- 
itary service.  ■ 

Beverly  Ballaro  is  associate  editor  of  the 
Harvard  Medical  Alumni  Bulletin. 
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by  Bernard  J.  Ryan 

THE    SECOND    TIME    I    EVER 

flew  in  an  airplane,  I 
jumped  out  of  it.  I  was  a 
25 -year- old  surgical  intern 
when  World  War  II  broke 
out;  convinced  that  there  would  be  more  romance  in 
Europe  than  in  the  Pacific  theater,  I  volunteered  as  a  bat- 
talion surgeon  to  join  parachute  regiment  506  of  the  101st 
Airborne  Division,  also  known  as  the  "Screaming  Eagles." 
8  From  D'Day,  to  the  invasion  of  Holland,  to  the  Battle  of 

0 

i  the  Bulge,  I  learned  firsthand  what  it  means  not  just  to 


A  battalion  surgeon  recalls  the  horrors  of  war  on  the  front  lines 
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WOUNDED  VyMRRIORS: 
American  assault  troops  of  th 
1 6th  Infantry  Regiment,  injur) 
while  storming  Omaha  Beach 
during  the  D-Day  invasion  of    ■ 
Normandy,  wait  for  evacuatiof 
to  a  field  hospital  for  further  ^ 
medical  treatment.  'i 


was  the  last  one  out  of  the  plane  and  experienced  a 
was  ablaze  with  enemy  fire,  and  bullets  seemed  to 


treat  casualties  of  war,  but  also  to 
become  one. 

In  September  1943,  my  regiment 
arrived  in  England,  where  we  spent 
the  fall  and  winter  in  field  exercises 
and  training  maneuvers.  Some  of  the 
time  I  served  as  a  doctor  at  a  jump 
school  for  the  paratroops.  I  found  it 
rather  boring  so,  one  day,  I  went  up 
and  jumped  with  the  students.  When 
the  commander  found  out,  he  angrily 
ordered  me  not  to  jump  anymore.  He 
said  he  didn't  want  to  lose  one  of  his 
doctors  foolishly;  physician  volun- 
teers for  the  paratroops  were  scarce. 

During  the  week  before  D-Day,  my 
battalion  was  intensely  briefed  on  our 
upcoming  mission,  which  was  to 
secure  two  bridges  behind  enemy 
lines.  We  studied  maps,  aerial  photos, 
and  sand  tables,  and  we  received 
repeated  instructions  down  to  the  very 
last  details.  The  aerial  photos  were  a 
few  weeks  old,  though,  and  did  not 
show  that  the  enemy  had  closed  the 
locks  on  the  river  and  flooded  large 
areas  of  our  objectives.  This  reconnais- 
sance failure  was  only  the  first  of  many 
problems  we  would  encounter  on  our 
foray  into  enemy  territory. 

On  the  two-and-one-half-hour 
flight  across  the  English  Channel, 
some  of  the  men  slept  while  others 
smoked.  Most  of  us  were  scared,  not 
knowing  what  we  were  going  to  face. 
I  passed  around  what  I  beheved  were 
antimotion  pills  but,  as  the  men  put 
them  in  their  mouths,  they  exclaimed, 
"My  God,  these  are  salt  pills!"  In  my 
haste,  I  had  mistakenly  scooped  the 
wrong  bottle  off  the  table  in  my  dark- 
ened tent.  It  made  little  difference, 
however,  as  we  approached  the  Nor- 
mandy coast. 

Around  one  in  the  morning  on 
June  6,  1944,  all  hell  broke  loose.  The 
antiaircraft  and  small-arms  fire  from 
the  ground  was  horrendous.  Our 
planes  broke  formation  and  began 


taking  violent  evasive  action, 
which  they  were  not  sup- 
posed to  do.  When  we  stood 
up  in  preparation  to  jump, 
we  were  thrown  about  as  the 
plane  careened  in  all  direc- 
tions. The  pHot  was  sup- 
posed to  slow  down  to  about 
95  miles  per  hour  but  didn't, 
so  we  were  travehng  at  top 
speed  when  we  jumped. 

I  was  the  last  one  out  of 
the  plane  and  experienced  a 
terrific  opening  shock.  The 
ground  was  ablaze  with 
enemy  fire,  and  tracer  buUets 
seemed  to  be  coming  from  all 
directions.  I  pulled  my  legs 
up  to  make  myself  a  smaller 
target.  Loaded  dov^oi  with 
150  pounds  of  equipment,  I 
plummeted  400  feet  in  30 
seconds,  landing  a  mile  and  a 
half  away  from  where  I  was 
supposed  to  be,  hip-deep  in 
water  covering  what  had 
been  dry  land  before  the 
Germans  had  flooded  it.  I 
was  in  such  a  hurry  to  get 
out  of  my  chute  that  I  drew 
my  trench  knife,  cutting  my 
hand  m  the  process. 

Once  on  the  ground,  I 
found  myself  simultaneously 
in  trouble  and  blessed  by 
fate;  just  before  we  had  8 
boarded  our  plane  in  Eng-  2 
land,  the  assistant  battahon  ' 
commander  had  requested 
that  I  jump  last.  The  commander 
wanted  the  signal  captain,  who  car- 
ried special  equipment  to  communi- 
cate with  an  Allied  warship  in  the 
channel,  at  his  side  when  he  landed. 
The  ship  could,  at  his  direction, 
direct  its  fire  at  our  objective. 

On  previous  maneuvers,  I  had 
always  jumped  directly  behind  him  or 
the  assistant  commander,  and  I  was 


unhappy  about  being  the  last  one  to 
leave  the  plane.  But  this  change 
almost  certainly  saved  my  life.  Both 
the  cormnander  and  the  signal  cap- 
tain were  killed  on  the  jump,  as  were 
two  others  who  had  the  misfortune 
to  land  in  an  area  of  high  enemy  con- 
centration. 

In  the  water,  I  met  up  with  three  men 
from  my  outfit  who  had  landed  nearby. 
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terrific  opening  shock.  The  ground 
be  coming  from  all  directions. 


Together,  we  cautiously  approached 
what  we  thought  were  American  sol- 
diers darting  around  a  burning  plane, 
only  to  discover  that  the  figures  in 
question  were  Germans  who  had  set  a 
building  ablaze  to  illuminate  the  sur- 
rounding area.  When  we  closed  to 
within  75  yards,  they  heard  us  and 
opened  fire.  We  flopped  on  our  backs 
in  the  water  and  paddled  away  as  fast 


as  we  could.  But  in  the  process  of 
escaping,  we  became  separated  from 
each  other. 

I  spent  D-Day  perched  on  my  hel- 
met in  some  brush,  up  to  my  neck  in 
water  and  unable  to  move  without 
being  detected  by  the  heavy  German 
traffic  passing  on  an  elevated  highway 
nearby.  Heavy  artHlery  started  coming 
in  all  around  me  that  afternoon,  with 


IN  THE  HEAT  OF  BATTLE:  Medics  start 
an  IV  as  they  assist  a  wounded  soldier 
in  France  after  the  Normandy  invasion 
(left).  Bernard  Ryan  (above)  saw  action 
in  the  v^^ar's  biggest  campaigns,  includ- 
ing D-Day  and  the  Battle  of  the  Bulge. 


shells  blasting  up  huge  mounds  of  wet 
earth  that  would  have  buried  me  alive 
had  they  landed  on  me.  It  was  almost 
11  o'clock  before  it  got  dark  enough  for 
me  to  move.  After  making  it  to  dry 
ground,  I  found  a  parachute,  which  I 
crawled  under,  and  went  to  sleep.  I 
had  not  slept  for  36  hours. 

When  daylight  came,  I  peeked  out 
from  under  my  hiding  place  and  found 
myself  only  a  short  distance  from  a 
German  bivouac.  Luckily,  no  one  ven- 
tured out  to  inspect  the  chute.  I  had 
with  me  some  K  rations,  a  canteen  of 
water,  and  some  rancid  bourbon.  I 
spent  the  next  two  nights  surrounded 
by  Germans  untU  American  troops 
finally  broke  through  and  drove  the 
enemy  out. 

Shots  in  the  Dark 


In  September  1944,  Allied  comman- 
ders came  up  with  a  plan  for  a  daring 
invasion  of  Holland.  Our  division  mis- 
sion was  to  take  two  vital  bridges  and 
help  seize  a  60-mile  corridor  across 
the  Rhine.  Most  of  us  were  happy  to 
be  making  a  daylight  jump  after  the 
confusion  and  slaughter  at  Normandy. 
We  enplaned  at  about  ten  o'clock  in 
the  morning  on  a  beautiful,  sunny  day. 
We  encountered  some  antiaircraft  fire 
over  German-occupied  Holland  and 
lost  a  few  planes,  but  that  was  nothing 
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fierce,  all-day  battle  had  begun.  By  that  afternoon, 
behind  their  lines.  German  infantry  surrounded 


compared  to  Normandy.  The  landing 
was  successful,  with  few  jump  casu- 
alties. But  then  on  the  ground  we  met 
determined  resistance,  and  the  Ger- 
mans managed  to  blow  up  the  first 
bridge  before  our  troops  could  over- 
run it. 

The  Germans  defending  the  bridge 
fled  south  to  Eindhoven.  The  next 
morning,  I  was  with  the  leading  com- 
pany of  the  3rd  Battalion  as  we  made  a 
direct  infantry  assault  on  Eindhoven. 
We  faced  heavy  fire  without  any 
artillery  or  heavy  weapons  support.  A 
lieutenant  standing  a  short  distance 
from  me  received  an  immediately  fatal 
gunshot  to  the  head.  At  about  the 
same  time,  I  was  able  to  start  a  unit  of 
plasma  on  another  soldier  by  sticking 
his  bayonet  rifle  into  the  ground  and 
hanging  the  bag  from  it. 

The  company  commander,  who 
had  been  leading  the  attack,  was  shot 
through  the  shoulder.  My  company 
was  then  held  up  at  a  hedgerow.  As  I 
came  up  to  it,  a  lieutenant  yelled, 
"Doc,  get  down!  They're  right  on  the 
other  side  of  this  row!"  I  crouched 
down  and  went  along.  When  I 
returned  a  few  minutes  later,  the  lieu- 
tenant was  dead,  having  been  shot 
through  the  head. 

Shortly  afterward,  the  regimental 
commander  came  up  with  his  adju- 
tant, who  was  carrying  a  cHpboard. 
The  adjutant  said,  "We'd  better  get 
down  or  we're  going  to  be  shot."  The 
words  were  hardly  out  of  his  mouth 
when  he  received  a  fatal  bullet  to  the 
head.  Since  he  was  carrying  a  cHp- 
board,  the  Germans  probably  mistook 
him  for  a  ranking  officer. 

When  a  British  surgical  unit 
arrived,  I  turned  a  paratrooper  with  a 
severe  chest  wound  over  to  it.  I  had 
been  able  to  keep  him  alive  by  aspi- 
rating his  chest  and  reinfusing  his 
own  blood  back  by  vein,  as  I  had  no 
whole    blood    supply.    He    needed 


urgent  surgery  to  stop  his  bleeding. 
The  next  morning,  I  went  to  check  on 
him  and  learned  that  he  had  died  dur- 
ing the  night. 

While  we  were  still  in  Eindhoven, 
a  group  of  German  bombers  came 
over  in  the  evening  and  bombed  us 
heavily.  A  British  armored  column 
suffered  badly,  and  I  witnessed  the 
decapitation  of  a  British  tankman. 
The  attack  also  took  a  heavy  toll  on 
civilians.  A  concentrated  bomb  strike 
on  a  thickly  populated  area  is  a  terri- 
fying experience. 

Behind  Enemy  Lines 

Eventually  my  unit  was  ordered  to 
move  north.  We  set  up  our  aid  station 
in  a  church  in  Veghel.  Some  of  the 
nuns  helped  us  while  others  prayed  in 
the  cellar.  The  Germans  were  attack- 
ing the  town  and  shelling  it  heavily. 
One  of  our  paratroopers  had  both  of 
his  legs  blown  off  at  the  hips  right 
outside  the  church.  He  lived  only  a 
few  minutes. 

My  regiment  then  reached  a  small 
town  on  a  front  line  just  south  of  the 
Rhine.  We  set  up  an  aid  station  in  the 
home  of  the  town  doctor.  The  civil- 
ians, including  the  doctor,  had  all 
fled.  The  house  was  substantial, 
made  of  brick,  and,  fortunately,  the 
doctor's  office  and  supplies  were  all 
in  order. 

Early  one  morning,  while  I  was 
still  asleep  in  an  upstairs  room,  an 
artillery  shell  exploded  just  outside 
the  house,  shattering  window  glass 
all  over  my  bed.  A  fierce,  all-day  bat- 
tle had  begun.  By  that  afternoon,  the 
Germans  had  taken  the  town,  and 
our  aid  station  was  behind  their  lines. 
Attacking  German  infantry  sur- 
rounded us,  and  we  ended  up  treat- 
ing the  wounded  from  both  sides.  At 
one  point,  a  German  officer  came  in, 
looked  things  over,  and  left. 


That  evening,  while  I  was  starting 
plasma  on  a  soldier,  a  shell  blasted  a 
huge  hole  in  the  brick  wall  of  the  next 
room.  I  was  thrown  to  the  floor, 
covered  in  plaster  and  debris.  Four 
wounded  Germans  were  lying  on  the 
floor,  completely  buried  under  bricks 
and  mortar.  We  were  certain  they  had 
all  been  killed,  but  we  dug  them  out, 
and  none  seemed  any  the  worse  for  his 
experience. 

Soon  after,  the  fighting  ceased  and 
both  sides  drew  back  a  bit,  leaving  us 
stranded  in  no-man's  land.  After  fin- 
ishing our  work  late  that  night,  we 
finally  withdrew  to  our  own  lines. 
Our  battalion  had  been  mauled.  The 
1st  Battalion  relieved  us  only  to  face  a 
similar  fierce  attack  the  next  day;  the 
surgeon  for  that  battalion  was  hit  by 
shrapnel  and  eviscerated.  Although 
his  intestines  were  lying  outside  his 
abdomen,  German  prisoners  carried 
him  out  and  he  sur\'ived. 

In  the  first  two  days  of  fighting,  my 
regiment  lost  14  officers  and  186 
enlisted  men.  We  passed  the  remain- 
der of  October  and  all  of  November  in 
Holland,  shelled  during  the  day  and 
harassed  by  enemy  patrols  at  night. 
We  spent  most  of  the  daylight  hours 
under  cover,  as  we  were  under  con- 
tinuous enemy  observation. 

Lamb  to  the  Slaughter 

In  the  midst  of  all  the  chaos,  we  took 
an  opportunity  to  rescue  a  civihan 
casualty.  Against  all  discretion,  the 
family  of  a  young  Dutch  girl  had 
remained  on  their  farm,  hterally  in  the 
middle  of  no-man's  land.  The  girl  had 
run  outside  to  retrieve  a  lamb  when 
German  machine-gun  fire  from  across 
the  river  hit  her.  I  received  word  of  her 
injury  from  an  outpost  we  had  sta- 
tioned in  the  family's  barn.  I  sent 
instructions  about  administering  mor- 
phine until  we  could  reach  her. 
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the  Germans  had  taken  the  town,  and  our  aid  station  was 
us,  and  we  ended  up  treating  the  wounded  from  both  sides. 


ONE  SA^LL  STEP:  Allied  soldiers  push  over  a  small  rise  in  the  Netherlands  near  Eindhoven  in  September  1 944, 
during  Operation  Market-Garden,  a  paratroop  invasion  meant  to  v/rest  control  of  the  country  from  the  occupying 
Germans.  The  mission  was  not  a  success,  but  some  useful  footholds  v/ere  established. 


The  Germans  were  firing  on  any- 
thing that  appeared  in  the  open.  Luck- 
ily, night  was  approaching.  I  rounded 
up  some  htter  bearers  and  brought 
along  a  Cathohc  chaplain,  who  had 
volunteered  to  come  along.  We  started 
out  across  no-maris  land  in  the  dark. 
The  Germans  were  sending  up  flares. 


illuminating  the  whole  area.  We  froze 
in  our  tracks  whenever  a  flare  was 
launched.  When  we  arrived,  we  found 
a  severely  wounded  girl.  A  machine 
buUet  had  pierced  her  groin  and  exited 
through  her  buttock,  leaving  a  teacup- 
sized  hole.  We  carried  her  back  nearly 
a  mile  to  an  evacuation  jeep. 


We  found  out  later  that  she  sur- 
vived. In  fact,  in  the  early  1990s,  I 
received  a  phone  call  from  Holland. 
Dutch  television  was  arranging  a  kind 
of  "This  Is  Your  Life"  reunion  between 
the  injured  girl  (now  a  woman  in  her 
sixties)  and  the  Americans  who  had 
helped  save  her  life  so  many  years  ago. 
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had  practically  no  pain  and  told  them  not  to  give 
officer  would  be  needed.  I  then  started  to  cough 


she  had  been  brought  to  the  televi- 
sion studio  by  her  daughter  under  a 
pretext  and  was  astonished  to  be 
reunited  with  those  of  us  who  had 
come  to  her  aid. 

Under  Heavy  Fire 

At  the  end  of  November,  our  division 
was  pulled  out  of  line  and  moved  back 
to  France.  We  expected  our  next  mis- 
sion to  be  across  the  Rhine.  That  was 
not  to  be.  Less  than  three  weeks  later, 
the  Battle  of  the  Bulge  broke  out,  and 
we  were  immediately  committed  to 
that  front. 

In  December  1944, 1  was  on  detached 
service  with  the  99th  General  Hospi- 
tal in  Reims,  France.  My  first  inkling 
of  the  Bulge  was  a  rumor  in  the  hospi- 
tal one  evening  that  the  Germans  had 
launched  a  serious  offensive  in  the 
north.  At  two  in  the  morning,  all  of  the 
101st  doctors  who  were  working  at  the 
hospital  were  roused  out  of  our  beds 
and  ordered  to  rejoin  our  units.  To 
avoid  detection  by  German  planes,  we 
moved  out  by  blacked-out  truck  con- 
voy and  marched  into  Bastogne  the 
next  day. 

We  arrived  on  a  scene  of  mass 
confusion,  as  AUied  forces  were  scram- 
bling to  repel  an  attack  from  a  power- 
ful German  Panzer  division.  In  the  bat- 
tles that  raged  over  the  next  several 
days,  we  treated  casualties  as  best  we 
could,  hampered  by  a  lack  of  personnel 
and  equipment.  We  used  jeeps  and 
large  trucks  as  ambulances,  patching 
up  the  wounded  and  loading  them  in 
tiers  on  stretchers  in  the  trucks. 

At  one  point,  my  battalion  took 
about  80  prisoners,  including  a  Ger- 
man medical  officer.  I  met  him  in  a 
stable  full  of  wounded  men.  We 
shook  hands  and  went  to  work.  After 
he  had  tended  to  his  wounded,  1  sent 
him  back  to  Bastogne  in  a  jeep  with 
one  of  my  enlisted  men.  Much  later,  I 


found  out  that  my  man  had  taken 
all  of  the  German  officer's  valuables, 
including  his  watch.  I  was  not  very 
happy  about  that. 

When  the  Germans  attacked  with 
tanks  and  infantry,  my  battalion 
withdrew  under  heavy  fire  to  woods 
on  higher  ground.  There  we  dug  in, 
our  aid  station  consisting  of  an  eight- 
by-eight-foot  hole,  five  feet  deep, 
where  we  spent  the  next  two  weeks  a 
hundred  yards  behind  the  front  line. 
We  also  dug  holes  for  ourselves  that 
we  could  crawl  into,  and  we  covered 
the  tops  with  logs,  branches,  and  dirt. 

Shortly  after  we  moved  into  the 
woods,  the  weather  turned  cold  and 
snowy.  We  were  lucky  to  have  our 
holes  for  protection,  and  we  put  ever- 
green boughs  in  them  to  keep  ourselves 
off  the  ground.  During  all  this  time,  we 
were  sustaining  casualties  from  both 
shelling  and  small- arms  fire.  The 
wounded  were  piling  up  in  Bastogne 
and  there  was  httle  that  could  be  done. 

German  aircraft  nightly  bombed 
the  woods  where  we  were  dug  in. 
When  the  weather  improved.  Allied 
planes  patrolled  the  skies  during  the 
daytime.  They  were  a  mixed  blessing, 
because  they  didrit  know  where  the 
lines  were  and  shot  at  everything  that 
moved.  One  day,  as  I  was  riding  in  a 
jeep,  I  was  strafed  by  one  of  our  own 
planes.  My  driver  and  I  hurled  our- 
selves into  a  ditch  and  were  lucky  to 
avoid  being  hit  by  the  50- caliber 
machine-gun  bullets  they  were  firing 
at  us.  Our  front  line  was  also  strafed 
by  friendly  fire.  The  first  sergeant  of 
one  company  was  killed,  and  one  of 
our  men  had  his  penis  almost  ampu- 
tated by  a  bullet.  He  came  from  Brook- 
lyn, and  I  stiU  remember  his  name. 

Brush  with  Death 


ourselves  back  in  our  original  position. 
We  had  gone  through  a  nightmare  and 
gained  nothing.  And  yet,  despite  our 
severely  depleted  condition,  we  were 
ordered  to  launch  another  attack.  I 
was  the  only  medical  officer  left,  so 
the  two  battalions  were  my  responsi- 
bility I  didrit  sleep  that  night.  After 
our  experience  of  the  previous  attack, 
I  had  premonitions  that  this  would 
be  the  end. 

As  it  turned  out,  my  premonition 
was  not  far  off  the  mark.  When  the 
attack  was  launched  on  January  13, 
we  met  fierce  resistance  from  Ger- 
mans firing  automatic  weapons  at  us 
from  cellars  and  windows  of  the 
houses  that  lined  the  road  leading 
into  town.  We  decided  to  convert  a 
stone  house  that  already  had  several 
wounded  lying  nearby  into  an  aid  sta- 
tion. Inside,  we  found  evidence  that 
the  Germans  had  passed  through; 


After  a  brutal  series  of  advances  and 
retreats  over  a  period  of  days,  we  found 
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me  any  morphine.  I  sent  word  that  another  medical 

up  blood.  I  thought,  This  is  it,  and  said  an  Act  of  Contrition. 


grenades  and  an  antitank  Panzerfaust 
were  lying  in  the  kitchen.  As  the 
injured  were  being  placed  on  mat- 
tresses, a  platoon  sergeant  and  I 
moved  to  the  rear  of  the  house  to  sur- 
vey our  situation. 

As  we  stood  framed  in  the  back 
door,  a  burst  of  German  submachine- 
gun  fire  ricocheted  off  the  stone  door- 
jamb  and  hit  us  both.  The  sergeant,  his 
head  blown  off,  died  instantly.  Because 
I  was  taller,  the  burst  missed  my  head 
but  one  bullet  passed  through  my 
chest  and  another  hit  a  rib  and  lodged 
in  my  lungs. 

I  broke  out  in  a  sweat  and  started 
feeling  weak  but  managed  to  drag 
myself  back  to  the  room  where  the 


TRADING  PLACES:  German  soldiers 
captured  during  the  Normandy 
invasion  on  June  6,  1 944,  carry  a 
wounded  soldier  to  aid  under  the 
supervision  of  Allied  forces. 


wounded  were  gathered  and  lie  down. 
I  had  practically  no  pain  and  told  them 
not  to  give  me  any  morphine.  I  sent 
word  that  another  medical  officer 
would  be  needed.  I  then  started  to 
cough  up  blood.  I  thought.  This  is  it, 
and  said  an  Act  of  Contrition. 

Shortly  after  I  was  shot,  we  heard 
the  movements  of  Germans  in  the 
basement  of  the  house.  We  were  terri- 
fied that  they  would  fire  up  at  us 
through  the  floor  on  which  we  lay 
vulnerable,  but  the  four  soldiers  who 
emerged  had  their  hands  in  the  air. 
"Let's  shoot  the  bastards!"  someone 
said.  But  I  countered,  "Hell  no,  let's 
make  them  carry  us  out  of  here!"  The 
German  prisoners  brought  us  out  on 
litters  through  two-foot-high  snow- 
drffts,  and  we  were  evacuated  by  jeep. 

I  was  taken  to  the  60th  Field  Hos- 
pital, where  I  was  operated  on  that 
night.  I  still  have  the  bullet  they 


removed  from  my  lung.  Although  I 
remember  nothing  after  the  transfer 
to  an  ambulance,  I  can  still  recall  my 
relief  when  I  woke  up  from  surgery 
the  next  day.  I  opened  my  eyes  and 
realized  that  the  ward  officer  taking 
care  of  me  was  none  other  than 
Lawrence  KHham  '40,  an  old  HMS 
classmate.  Kilham  told  the  nurses  to 
give  me  morphine  for  my  pain  when- 
ever I  wanted  it,  for  which  I  was  very 
grateful.  Kilham,  who  died  just  last 
year,  was  one  of  several  fellow  HMS 
officers  I  encountered  during  the  war, 
including  (all  now  deceased):  John 
Patterson  '40,  Hugh  MacMillan  '40, 
Joseph  Warren  '38,  and  Lamar  Sout- 
ter  '35,  who  came  by  glider  into  Bas- 
togne  with  a  surgical  team  during  the 
Allied  siege,  and  earned  a  Silver  Star 
for  his  efforts. 

After  my  recovery  and  another  six 
months  of  surgical  service,  I  returned 
to  the  States  on  the  Green  Plan, 
which  was  designed  to  facilitate  the 
quick  return  of  physicians  to  a  coun- 
try facing  a  severe  doctor  shortage 
due  to  the  war.  Medical  officers 
received  points  for  long  overseas  ser- 
vice, military  decorations,  and  partic- 
ipation in  battle  campaigns.  These 
points  were  then  tabulated  to  deter- 
mine preference  for  this  program.  I 
had  a  high  priority  for  discharge  as  a 
veteran  of  two  parachute  invasions 
and  three  campaigns,  including  the 
Bulge,  and  as  a  recipient  of  a  number 
of  decorations.  During  my  long  post- 
war career  as  a  surgeon,  colleagues 
would  occasionally  remark  on  my 
calm  in  the  operating  room.  But  after 
what  I  went  through  in  the  war, 
nothing  really  fazed  me.  ■ 

Bernard  ].  Ryan  '40  practiced  general  and 
thoracic  surgery  in  Bayshorc,  New  York,  for 
35  years.  For  his  service  during  World  War  II, 
he  received  the  Silver  Star  twice,  the  Bronze 
Star  and  the  Purple  Heart. 
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John  W.  Keller  '49 


Keller  found  the  contrast  between 
the  lavish  parties  at  Harvard  and 
the  suffering  overseas  unbearable, 
so  he  joined  the  Royal  Canadian 
Air  Force  under  the  Civilian  Pilot 
Training  Program  started  by 
President  Franklin  Roosevelt. 


Their 


by  Beverly  Ballaro 

FEW  OF  THF  PATIENTS  JOHN 

W.  Keller  treated  during 
his  37'year'long  career  in 
internal  medicine  at  Mass- 
achusetts General  Hospi- 
tal would  have  suspected  that  his  lifelong  dream  of 
becoming  a  physician  had  taken  flight  with  the  pinning 
on  of  a  pilot's  wings. 

During  Keller's  senior  year  at  Harvard  College,  England 
was  losing  the  war,  its  Royal  Air  Force  struggling  vahantly 
to  hold  off  Hitler's  Luftwaffe  and  delay  the  expected  Nazi 


An  internist,  a  psychiatrist,  and  a  surgeon  reflect  on  their  experiences  of  World  War  11 


SUMMER   2001    •   HARVARD  MEDICAL  ALUMNI   BULLETIN 


29 


was  delighted  to  be  flying  the  world's  best  aircraft, 
and  in  the  world  s  best  air  force.  We  flew  alone,  un| 

r^     1 


invasion.  Keller  found  the  contrast 
between  the  extravagant  parties  at 
Harvard  and  the  suffering  overseas 
unbearable.  "So,  in  February  1941,"  he 
says,  "I  dropped  out  of  Harvard  Col- 
lege. By  that  time,  two  million  Euro- 
peans, mostly  Jews  and  forced  labor- 
ers, had  died,  and  our  newspapers 
every  day  showed  the  agony  and 
bloodshed  in  England  as  hundreds  of 
Nazi  bombers  visited  Enghsh  cities 
almost  nightly.  But  there  was  denial — 
incredible  denial — of  what  was  occur- 
ring. America  was  divided,  v/ith  great 
rallies  in  Madison  Square  Garden 
proclaiming  isolationism.  The  vote  to 
start  conscription  passed  in  Congress 
by  only  one  vote." 

The  spirit  of  isolationism  extended 
to  college  campuses.  A  petition  stating 
"Under  no  circumstance  will  I  bear 
arms  in  defense  of  my  country"  was 
circulated  in  Harvard's  dining  halls  in 
1940  and  signed  by  many  undergradu- 
ates. "Far  into  the  night,"  Keller 
recalls,  "I  would  argue  with  my  class- 
mates about  the  tragedy  in  Europe. 
My  friends  goaded  me  with,  'If  you're 
so  sure  Europe  is  in  flames,  why  don't 
you  join  up?'  So  I  did!"  Unable  to  pay 
his  way  to  England,  Keller  joined  the 
Royal  Canadian  Air  Force;  under  the 
Civihan  Pilot  Training  Program  start- 
ed by  President  Franklin  Roosevelt,  he 
began  reporting  regularly  to  Logan 
Airport,  where  he  learned  to  fly  in  a 
tiny,  65-horsepower  Piper  Cub. 

In  elementary  flying  school  in  Cana- 
da, Keller  learned  to  fly  old  open 
biplanes  called  Fleet  Finches.  His 
instructor  tied  long  red  ribbons  to  the 
struts  of  Keller's  plane  when  he  made 
his  first  solo  fhght.  "I  guess  it  was  a 
warning  for  other  planes  to  steer  clear," 
he  notes  wryly.  He  pohshed  his  training 
on  Prince  Edward  Island,  where  he 
graduated  to  the  powerful  450-horse- 
power  planes  called,  ironically,  Har- 
vards.  "The  Good  Lord  was  watching 
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over  me,"  he  says,  recaOing 
how  he  once  lost  control 
of  his  plane  after  a  landing 
and  knocked  over  a  kero- 
sene pot  marking  the  sides 
of  the  runway,  spreading 
flames  everywhere. 

Near  the  end  of  his 
training,  KeUer  received  an 
offer  to  remain  in  Canada 
as  an  instructor,  but  he 
was  determined  to  join  the 
action  overseas.  Three 
weeks  before  the  Pearl 
Harbor  bombing,  he  both 
earned  his  wings  and 
got  married.  "The  world 
seemed  to  be  coming 
apart,"  he  says.  "My  wife. 
Patsy,  and  I  just  prayed 
that,  if  it  broke  in  two,  we 
might  both  end  up  on  the 
same  piece  of  it."  Three 
days  after  Pearl  Harbor,  he 
boarded  the  TSS  Lctitia,  a 
converted  hospital  ship, 
out  of  Hahfax  for  the  two- 
week  journey  to  Liverpool. 

"The  North  Atlantic  Ocean  in 
December  was  a  fearsome  sight,"  KeUer 
remembers,  "especially  at  night  on  the 
blacked-out  deck  in  a  convoy  of  20 
ships.  The  U-boats  were  at  the  height 
of  their  success,  so  we  all  wore  life  jack- 
ets during  daily  drills."  While  Keller 
made  the  crossing,  his  wife  headed 
home  to  Boston  unaware  that  she  was 
carrying  their  first  child;  Keller  himself 
would  not  learn  that  he  was  to  be  a 
father  for  another  five  months. 

When  he  arrived  in  England,  Keller 
was  told  that  no  Hurricanes  were 
available  for  training,  as  the  fighter 
squadrons  needed  every  last  plane  to 
defend  against  the  daily  German  raids. 
"Hurricanes,"  Keller  explains,  "were 
the  real  workhorses  that  won  the  Bat- 
tle of  Britain,  even  more  so  than  the 
more  celebrated  Spitfires."  To  get  his 


ON  DIFFERENT  FRONTS:  John  Keller  met  his  son 
Jeremy  for  the  first  time  when  the  child  was 
seven  months  old  (above).  After  arriving  in  Egypt 
to  complete  their  pilot  training,  Keller  and  his  fel- 
lov\^  officers  posed  in  front  of  the  Sphinx  (right). 


final  fhght  training  without  delay,  he 
boarded  another  troopship  bound  for 
the  Middle  East. 

KeUer  was  eventually  ordered  to 
report  to  No.  680  Squadron  in  RAF 
Cairo,  where  he  learned  photographic 
reconnaissance  in  Hurricanes.  In  July 
1943,  he  began  flying  missions  on  Spit- 
fires traveling  at  28,000  feet  and  350 
rtules  per  hour  while  documenting  the 
movement  of  German  troops  and  sup- 
phes  below.  The  Spitfires  carried  high- 
octane  fuel  in  extra  tanks  under  their 
wings,  enabling  them  to  stay  aloft  for 
three  or  four  hours  at  a  time. 

"On  occasion,"  Keller  remembers, 
"the  engine  would  come  to  a  complete 
stop  at  28,000  feet — quite  alarming, 
until  one  switched  a  few  valves  and 
restored  the  flow  of  gas  to  the  Merlin 
Rolls  Royce  engine."  He  was  later  posted 


the  Spitfire,  behind  the  best  engine,  the  Rolls  Royce  Merlin, 
armed,  unpressurized,  and,  for  the  most  part,  unafraid!" 


to  Libya  and  ended  up  flying  a  total  of  81 
missions  over  Greece,  Crete,  and  the 
Dodecanese  Islands,  for  which  he  would 
later  be  honored  with  the  Distinguished 
Flying  Cross.  "Although,"  Keller  quips, 
"there  were  those  who  said  I  was  distLn- 
guished  by  my  appalling  navigation." 

Keller  had  a  number  of  close  calls 
during  his  81  missions.  At  times,  his 
plane  was  subjected  to  antiaircraft  fire 
from  German  88-millimeter  guns  on  the 
ground  below.  The  bursts  were  inaudi- 


I  barely  maintained  my  altitude  and 
headed  for  the  nearest  base.  After  land- 
ing, 1  switched  off  the  engine  and  dis- 
covered that  ice  had  thrown  the  wood- 
en propeller  off  balance;  a  foot  was 
missing  off  one  blade,  and  two  feet  off  a 
second  of  the  four-bladed  prop." 

Keller  stiU  has  the  bright  red  shirt 
he  wore  on  "ops."  Each  pHot  in  his 
squadron  sat  on  a  two-inch  foam  rub- 
ber pad  covering  a  two-inch  inflatable 
dinghy  and  a  four-inch  parachute;  the 


ble  above  the  noisy  Merlin  engine's 
1,650  horsepower;  only  the  tiny,  blink- 
ing lights  visible  at  the  mouths  of  the 
guns  and  the  black  clouds  beneath  his 
plane  signaled  to  KeUer  that  he  was 
being  targeted.  There  were  natural  haz- 
ards as  well:  "On  one  occasion,  I  was 
returning  from  Greece  at  28,000  feet 
when  the  Spit  began  to  shake  violently. 


red  shirt  was  for  maximum  visibility 
should  KeUer  end  up  in  his  dinghy  in 
the  Mediterranean.  Occasionally,  this 
type  of  dinghy  had  been  known  to 
inflate  accidentally,  pushing  the  stick 
forward  and  sending  the  plane  into  a 
fatal  dive.  So,  Keller  carried  an  L.L.  Bean 
hunting  knife  in  his  flying  boot  to  stab 
the  dinghy  if  the  need  arose.  His  only 


other  weapon  was  a  flare  gun  for  send- 
ing up  a  signal  in  case  he  was  forced 
into  the  water.  Yet,  Keller  says,  "I  was 
delighted  to  be  flying  the  world's  best 
aircraft,  the  Spitfire,  behind  the  best 
engine,  the  Rolls  Royce  Merlin,  and  in 
the  world's  best  air  force.  We  flew 
alone,  unarmed,  unpressurized,  and,  for 
the  most  part,  unafraid!" 

But  Keller  keenly  appreciated  the 
dangers  he  survived.  His  only  brother, 
Russell,  a  naval  officer,  had  been  shot 
down  and  killed  over  Japan  in  1945. 
When  his  service  ended,  KeUer  says,  "1 
don't  think  I  have  ever  felt  such  joy  as  1 
headed  back  to  my  wife  and  son,  to 
America,  and  to  life!"  In  his  elation  at 
arriving  home,  Keller  left  his  fuU  duffel 
bag  leaning  against  one  side  of  the  car  as 
he  drove  off  from  Boston's  North  Sta- 
tion. AH  his  possessions,  including  his 
logbook,  were  never  to  be  seen  again. 

Keller  was  admitted  to  HMS  in  Sep- 
tember 1945,  just  after  the  war  ended,  a 
24-year-old  war  veteran  who  was  able 
to  attend  HMS  in  large  part  because  of 
the  Canadian  equivalent  of  the  GI  BiU. 
His  family  still  had  to  economize  on 
everything,  driving  an  ancient  1924 
Model  T  Ford,  brewing  their  own  root 
beer,  and  even  roasting  rabbits  that  had 
been  used  for  pregnancy  testing  at  the 
Boston  Lying-in  Hospital.  After  his 
graduation  from  HMS,  the  hospital 
where  Keller  interned  paid  $24  a  month 
plus  room  and  board. 

Yet  Keller  relished  the  postwar  free- 
dom and  opportunities  won  with  the 
sacrifices  made  by  those  who  served 
and,  in  too  many  cases,  lost  their  lives. 
Now  a  self-described  pacffist  and  "old 
man  who  believes  that  to  'cry  havoc, 
and  let  slip  the  dogs  of  war'  seldom 
accomplishes  any  good,"  Keller 
nonetheless  has  no  regrets  about  car- 
rying out  his  duty.  "The  moral  of  all 
this,"  he  insists,  "is  that  extraordinary 
things  can  be  done  by  ordinary  peo- 
ple— and  I  am  very  ordinary." 
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Henry  Work  '37 


LIKE  TO  TELL  PEOPLE  THAT  I  BECAME  A  PSYCHIATRIST  IN 

six  weeks,"  says  Henry  Work  37.  Work  had  left 
Children's  Hospital  in  Boston  and  gone  to  Buffalo, 
New  York,  to  finish  his  pediatric  training  when  his 
reserve  unit,  the  23rd  General,  was  called  up  for 
active  duty  in  World  War  II.  "Of  course,  there 
wasn't  much  call  for  a  pediatrician  in  the  Army," 
Work  says,  "so  they  sent  me  to  Walter  Reed  Hospital  for  train- 
ing in  malarial  treatment  and  then  to  a  six-week  course  in  mili- 
tary neuropsychiatry,  taught  by  one  of  my  former  HMS  profes- 
sors, M.  Ralph  'Moe'  Kaufman." 

Work's  first  overseas  posting  was  to  Casablanca,  where  he  was 
sent  in  1943  with  the  66th  Station  Hospital.  The  6th  General,  a 

AN  AMERICAN  IN  PARIS:  Henry  Work  treated  many  casualties  of  the  long  and 
bloody  road  to  the  Allied  liberation  of  France. 


Harvard-based  unit  from  Massachu- 
setts General  Hospital,  was  also  there 
at  the  time,  and  Work  met  up  with 
many  acquaintances.  He  and  his  fellow 
officers  were  housed  in  a  former  nurs- 
ery school  and  set  up  a  hospital  in  the 
former  Italian  Embassy.  While  in 
Casablanca,  Work  also  got  his  only 
wartime  opportunity  to  put  his  pedi- 
atric skills  to  use.  Army  officials  flew 
him  to  southern  Morocco  in  an  effort 
to  impress  a  local  sheik,  whom  they 
were  courting  as  a  guerrilla  ally.  Work 
was  recruited  to  provide  care  to  the 
children  in  the  sheik's  household. 

When  Work  and  the  other  men 
from  the  66th  were  ordered  on  to 
Naples,  they  found  a  city  in  ruins  ruled 
by  an  iron-fisted  American  general. 
The  23rd,  which  Work  rejoined,  was 
also  stationed  in  Naples  and  included, 
to  his  dehght,  several  HMS  alumni  (all 
now  deceased)  in  its  roster:  George 
Marcy  32,  David  Clement  35,  Murray 
Howland  37,  and  David  Greene  '40. 
Work  and  his  colleagues  formed  a 
Neapolitan  HMS  medical  society  and 
conducted  grand  rounds  over  lunch 
once  a  month. 

At  his  next  assignment,  a  general 
hospital  set  up  in  what  had  been  a 
small  Itahan  mental  hospital.  Work's 
patients  included  German  prisoners  of 
war  who  had  been  captured  during  the 
Anzio  campaign.  "Ironically,  these  pris- 
oners were,  for  the  most  part,  grateful 
to  be  in  Allied  hands,"  he  remembers. 
"They  were  happy  to  be  away  from  the 
hell  of  battle  and  to  hve  in  decent  con- 
ditions and  receive  good  medical  care 
for  their  wounds.  We  even  sent  some  of 
these  prisoners  to  the  States  for  fuU 
medical  treatment."  Work  dehberately 
did  not  discuss  ideology  or  politics 
with  the  German  prisoners  during 
medical  encounters.  "In  aU  my  dealings 
with  the  POWs  in  Naples,"  he  says,  "I 
met  only  one  openly  hard-core  Nazi,  an 
officer  intensely  disliked  by  his  feUow 
prisoners,  who  demanded  that  he  be 
housed  separately  from  them." 

Work  and  his  colleagues  quickly  dis- 
covered that  some  of  their  German  pris- 
oners had  been  weU-trained  as  medical 
corpsmen.  They  selected  a  group  of 
them  and  promptly  put  them  to  work 
as  aides  nursing  patients  in  the  hospi- 
tal. The  Americans  also  assigned  their 
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new  allies,  the  Italian  soldiers,  to  guard 
their  former  comrades  in  arms,  the  Ger- 
mans, in  the  prison  compounds,  an 
arrangement,  Work  says,  that  "didn't 
please  the  Germans  very  much." 

Work  accompanied  the  23rd  to  Vit- 
tel,  France,  where  two  other  Harvard 
units,  the  5th  and  6th,  were  stationed 
nearby.  He  remained  on  the  psychiatric 
service  there  until  the  end  of  the  war. 
The  23rd  was  flooded  with  patients 
when  the  Battle  of  the  Bulge  took  place 
and  the  psychiatric  service  was  partic- 
ularly busy.  Work  says.  When  the 
injured  arrived  by  the  trainload,  they 
included  many  cases  of  combat- 
induced  neuroses  and  schizophrenia. 

"Even  though  we  didrit  call  it  'post- 
traumatic stress  disorder'  at  that  time, 
it  was  the  same  syndrome,"  he  recalls. 
"We  didrit  have  many  resources  to  treat 
people — no  electroshock  equipment 
and  few  drugs.  Mostly,  we  rehed  on  talk 
therapy  and  sedatives  like  Barbitol  to 
try  to  setde  the  young  men  down." 

When  Work  returned  from  the 
war,  he  entered  the  field  of  child  psy- 
chiatry. One  unexpected  benefit  of  his 
wartime  experience,  he  says,  was  that 
it  gave  him  valuable  insights  into  late- 
adolescent  psychology.  "It's  hard  to 
express  the  euphoria  felt  by  most  peo- 
ple when  the  war  ended,"  he  says, 
"but,  of  course,  there  was  a  small 
group  of  psychopaths  who  had  just 
thrived  on  the  war  and  continued  to 
do  battle,  in  a  sense,  even  after  they 
returned  home.  I  saw  some  of  these 
people  as  patients  as  they  struggled 
against  family  members,  employers, 
and  other  authority  figures."  As  a 
child  psychiatrist,  Work  also  found 
his  wartime  experiences  helpful  in 
dealing  with  former  soldiers  who 
went  on  to  become  young  parents  in 
postwar  baby  boom  America. 

Work  himself  is  the  father  of  four 
sons,  born  to  his  first  wife,  now 
deceased,  whom  he  had  met  at  Boston 
Childreris  Hospital  before  the  war,  and 
to  whom  he  proposed  marriage  on  the 
very  day  he  returned  home  from  the 
war.  One  of  his  sons  served  four  years 
in  the  Navy  and  completed  a  tour  of 
duty  in  Vietnam.  As  a  veteran  of  World 
War  II,  Work  says  he  had  but  one  sim- 
ple piece  of  advice  for  his  son  before  he 
left  for  Vietnam;  "Come  home." 


William  V.  McDermott  '42 


LARMED    BY   THE    PREWAR   SPIRIT   OF    ISOLATIONISM 

that  pervaded  the  nation,  the  secretaries  of  the 
Army  and  Navy  traveled  to  HMS  to  make  per- 
sonal appeals  to  medical  students  to  enlist, 
emphasizing  that  the  coming  battle  could  not  be 
won  without  them.  Despite  these  pleas,  William 
V.  McDermott  '42,  a  third-year  student,  was  one 
of  only  a  handful  of  interventionists  who  rushed  to  join.  Because 
they  hadrit  yet  earned  their  medical  degrees,  these  students  had  to 
sign  up  as  medical  administrative  officers  rather  than  as  doctors  in 
the  Medical  Corps.  They  requested  and  received  from  the  dean  at 
HMS  special  permission  to  accelerate  the  curriculum  and  were 
able  to  graduate  one  year  sooner  than  planned.  McDermott,  newly 
married  and  barely  out  of  his  first  year  of  residency,  found  himself 
shipping  out  overseas  even  earlier  than  expected,  a  25-year-old 
surgeon  assigned  to  an  antiaircraft  mobile  battalion. 

YOUNG  SURGEON  IN  COMBAT:  From  the  invasion  of  Normandy  to  the 
Battle  of  the  Bulge,  William  McDermott  saved  the  lives  of  many  soldiers. 
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here  were  some  pretty  tough  guys  on  board  that 
experiences — but  when  the  Statue  of  Liberty  came 


McDermott's  family  and  new  wife 
watched  from  tfie  lawn  of  their  sum- 
mer house  on  Marblehead  Neck  as  his 
ship  ghded  slowly  out  of  Boston  Har- 
bor for  an  unknown  destination.  Out 
in  the  Atlantic,  the  ship  joined  a  con- 
voy transporting  40,000  troops.  The 
convoy  was  guarded  by  12  U.S. 
destroyers.  Also  accompanying  the 
convoy  was  the  battleship  Texas,  a  rehc 
salvaged  from  World  War  I;  in  the 
event  of  a  direct  German  assault  on 
the  convoy,  the  Texas  had  orders  to 
carry  out  a  suicide  mission  by  steam- 
ing directly  at  the  attacker,  guns  blaz- 
ing, thus  providing  the  convoy  with  an 
opportunity  to  turn  tail  and  escape. 
But  just  in  case  the  U-boat  "Wolf 
Packs"  succeeded  in  sinking  their  ship, 
McDermott  and  the  others  on  board 
remained  fully  dressed  over  heavy 
two-piece  woolen  underwear,  24 
hours  a  day,  to  optimize  their  chances 
for  survival  in  the  icy  Atlantic. 

Once  in  England,  McDermott  and 
thousands  of  others  trained  and  wait- 
ed anxiously;  although  everyone  knew 
a  massive  invasion  was  coming,  its  pre- 
cise timing  and  location  were  kept  in 
utmost  secrecy.  "Although  we  expect- 
ed D-Day  to  be  difficult,  nobody  really 
anticipated  just  how  rough  it  would 
turn  out  to  be,"  McDermott  said. 

As  McDermott's  ship  approached 
the  beach  at  Normandy  six  days  after 
the  initial  invasion,  he  was  astonished 
to  pass  the  battleship  Texas,  the  same 
World  War  I  relic  that  had  accompa- 
nied his  convoy  overseas;  the  Texas  was 
now  busily  providing  heavy  fire  cover 
from  her  16- inch  guns.  When  the 
beach  had  been  secured  and  cleared, 
McDermott's  unit  went  in,  transport- 
ed in  jeeps  whose  engines  had  been 
heavHy  greased  and  whose  carbure- 
tors and  exhaust  pipes  had  been  out- 
fitted with  extra  long  pipes  jutting  out 
several  feet  above  water.  These  modi- 
fications permitted  the  vehicles  to  be 


driven  underwater  in  case  the  landing 
ship  tank  that  carried  them  failed  to 
reach  dry  ground. 

On  the  Front  Lines 


Once  on  Omaha  Beach,  McDermott 
encountered  mass  confusion:  "Some- 
how or  other,  we  ended  up  landing  on 
the  wrong  section  of  Omaha  Beach, 
but  it  didrit  matter  much,  since  the 
whole  place  was  just  chaos.  The  MPs 
were  frantically  trying  to  act  as  traffic 
cops  as  the  Germans  continued  to 
shell  all  around  us.  Finally,  we  were 
directed  to  the  nearest  \dllage,  where 
we  dug  a  large  hole  in  which  we  could 
tend  to  the  wounded." 

McDermott  spent  the  remainder  of 
the  war  treating  casualties  of  the  inex- 
orable, bloody  American  drive  across 
France  and  into  Germany.  While  he 
had  fond  recollections  of  local  French 
people  cheering  their  American  hbera- 
tors,  with  children  scampering  for 
candy  and  elderly  Frenchmen  clad  in 
ancient  military  uniforms  saluting 
them  as  they  passed,  he  retained  vivid 
memories  of  the  tragedies — and  mira- 
cles— he  witnessed. 

Once,  he  recalled,  he  was  directed  to 
Avranches,  the  site  of  a  German  attack 
on  an  Alhed-held  bridge  of  key  strate- 
gic importance.  When  a  flare  ht  up  the 
sky,  to  better  fUuminate  the  target,  fol- 
lowed by  heavy  shelhng,  McDermott 
knew  that  a  summons  to  action  would 
come  shortly:  "When  I  got  to  the  scene, 
I  found  six  to  eight  bodies  farmed  out 
on  the  ground  and  figured  that,  surely, 
they  must  aU  be  dead.  But,  apparently, 
the  shell  had  exploded  exactly  into  the 
middle  of  their  circle,  and  the  shrapnel 
had  been  projected  safely  over  their 
heads.  They  had  been  knocked  uncon- 
scious by  the  sheer  force  of  the  explo- 
sion but  were  stiU  ahve." 

In  many  other  cases,  the  casualties 
McDermott  treated  did  not  escape  so 


lightly.  He  remembered  one  soldier 
who  had  been  shot  ki  the  groin  while 
crossing  a  river.  The  wound  was  pump- 
ing blood  at  a  furious  rate.  Unable  to 
operate  on  the  scene,  McDermott,  in 
desperation,  stopped  the  bleeding  by 
jamming  his  fist  into  the  wound. 

At  the  evacuation  hospital  where  the 
patient  was  transported,  McDermott 
bumped  into  some  senior  professors 
from  Massachusetts  General  Hospital, 
who  were  instrumental  in  getting  their 
young  surgical  colleague  a  transfer  to  a 
mobile  surgical  hospital  unit.  Mobile 
units  were  a  relatively  recent  inven- 
tion, and  McDermott  was  eager  to  put 
his  skills  to  use  as  close  to  the  front 
hnes  as  possible. 

As  Patton's  army,  which  McDer- 
mott's unit  eventually  joined,  fought 
its  way  through  France  and  into  Ger- 
many, McDermott  gained  enormous 
surgical  experience,  mostly  working 
on  chest,  abdomen,  and  severe  extrem- 
ity wounds.  Typicaffy,  his  unit  would 
find  a  cellar  and  set  it  up  as  a  makeshift 
operating  room.  There  was  no  shortage 
of  wounded,  both  American  and  Ger- 
man, to  keep  him  busy. 

Legacy  of  Evil 

Yet  all  the  bloodshed  McDermott 
witnessed,  from  the  D-Day  invasion 
to  the  Battle  of  the  Bulge,  could  not 
have  prepared  him  for  the  shock  he 
experienced  as  one  of  the  first  Amer- 
icans to  enter  a  liberated  concentra- 
tion camp.  "Before  we  went  into  the 
camp,"  he  said,  "nobody  could  have 
imagined  the  extent  of  the  horrors 
contained  there.  I  remember  one  offi- 
cer who  had  seen  the  camp  at  Belsen; 
when  he  recounted  the  atrocities 
wdthin,  people  thought  that,  surely, 
this  feUow  had  to  be  exaggerating. 
But  he  wasn't,  as  I  learned  firsthand." 
McDermott  and  his  comrades  had 
been  in  the  midst  of  celebrating  word 
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ship — soldiers  who  had  gone  through  incredibly  harrowing 
into  view,  Fve  never  seen  so  many  grown  men  crying." 


MILITARY  INCISION:  In  a  makeshift 
operating  room  in  France,  McDermott 
(left)  removes  a  bullet  from  a  sol- 
dier's chest. 


from  the  German  Army  of  its  uncondi- 
tional surrender  when  they  received  an 
emergency  order  to  join  the  Third  Caval- 
ry in  taking  over  the  medical  and  surgi- 
cal care  of  a  concentration  camp  on  the 
Danube  River  in  Austria.  The  camp  at 
Ebensee  held  Jews,  Russians,  and  pohti- 
cal  prisoners.  Many  of  the  prisoners  had 
been  doctors,  lawyers,  professors,  and 
businessmen  before  the  war.  But  their 
brutahzation  at  the  hands  of  their  Nazi 
tormentors  had  robbed  them  of  any 
resemblance  to  their  former  selves. 

"We  know  that  doctors  become  more 
or  less  accustomed  to  the  sight  of  ilhiess, 
suffering,  and  death,"  McDermott  wrote 
in  a  manuscript  that  became  part  of  his 
book  A  Surgeon  in  Combat,  "but  we  were 
all  physically  sick  after  our  first  view  of 
the  camp.  These  men  were  literally 
walking  skeletons  with  every  bone  of 
their  skulls  and  trunks  standing  out 
sharply;  their  bodies  were  bent,  twisted 
and  shrunken  by  disease  and  torture... 
Medically  speaking,  we  were  faced  with 
an  impossible  situation.  We  watched  men 
die  by  the  dozens  as  we  walked  around. 


Five  men  dropped  dead  while  waiting  in 
line  for  the  first  meal  we  served." 

Beginning  the  long  process  of  restor- 
ing the  wretched  survivors  to  health 
required  a  tremendous  amount  of  work 
carried  out  with  few  resources.  Alhed 
forces  labored  steadily  to  bring  water 
and  sanitary  faculties  to  the  camp  and 
to  set  up  delousing  stations.  Faced  with 
a  shortage  of  such  basics  as  clean  cloth- 
ing, blankets,  and  dressings,  they  cap- 
tured German  depots  to  obtain  what 
they  needed.  The  former  prisoners'  bar- 
racks needed  to  be  emptied,  fumigated, 
and  scrubbed,  and  all  of  their  old  blan- 
kets and  uniforms  had  to  be  burned. 
Only  then  could  the  doctors  begin  to 
isolate  patients  with  typhus,  tuberculo- 
sis, and  other  infectious  diseases  and 
attempt  to  separate  cases  into  a  ward 
system  by  medical  category. 

"What  it  boiled  down  to,"  McDer- 
mott wrote,  "is  that  three  small,  special- 
ized surgical  units  were  trying  to  run  a 
city  in  which  all  the  inhabitants  were  in 
the  last  stages  of  starvation,  most  of 
whom  had  one  or  more  horrible  diseases, 
and  where  there  was  no  elementary  san- 
itation, housing,  clothing,  or  food." 

McDermott  and  his  comrades 
received  help  from  none  other  than  the 
Germans  and  Austrians  of  the  district. 


U.S.  Army  commanders  had  ordered 
that  all  locals  be  put  to  work  in  the 
camp,  cleaning  up  the  filth  and  washing 
the  bedridden  former  prisoners,  pardy 
to  alleviate  a  severe  labor  shortage,  but 
especially  to  make  them  experience 
firsthand  the  hideous  truth  of  the  regime 
with  which  they  had  collaborated.  The 
Austrians  were  pressed  into  service 
loading  and  transporting  on  carts  hun- 
dreds of  corpses  from  the  camp  to  the 
outskirts  of  the  town.  There,  they  were 
made  to  dig  individual,  marked  graves 
in  an  area  prominently  designated  "Ger- 
man Atrocity  Cemetery." 

When  McDermott's  service  in  the 
now-secure  Furopean  theater  ended 
shordy  thereafter,  he  was  put  in  com- 
mand of  a  MASH  unit  and  began  train- 
ing for  the  invasion  of  Japan  everyone 
assumed  would  be  inevitable.  The  drop- 
ping of  the  atomic  bombs  spared  him 
that  fate.  More  than  five  decades  later,  he 
stiU  found  himself  profoundly  affected 
by  the  memory  of  his  troopship  ghding 
into  New  York  Harbor  on  Christmas 
Day.  "There  were  some  pretty  tough 
guys  on  board  that  ship — soldiers  who 
had  gone  through  incredibly  harrowing 
experiences — but  when  the  Statue  of 
Liberty  came  into  view,  I've  never  seen 
so  many  grown  men  crying.  The  memo- 
ry of  it  StiU  makes  me  emotional." 

After  the  war,  McDermott,  the  recip- 
ient of  two  Bronze  Stars,  finished  up 
his  residency,  made  easier  by  the  expe- 
rience he  had  gained  as  a  surgeon  in 
battle.  Yet,  despite  all  that  he  accom- 
phshed,  he  echoed  the  typical  modesty 
of  his  generation.  "We  weren't  heroes," 
McDermott  insisted.  "We  weren't 
heroes  at  all.  We  were  just  doing  what 
was  right  and  what  had  to  be  done."  ■ 

Beverly  Ballaro  is  associate  editor  of  the 
Harvard  Medical  Alumni  Bulletin. 

William  V.  McDermott  '42  died  on  ]uly  19, 
2001,  shortly  before  this  article  went  to  press. 
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MIND-NUMBING  REALITIES:  Many  of 
Chi-Cheng  Huang's  young  patients, 
like  the  two  pictured  here,  sniff 
yarn  soaked  'with  paint  thinner  to 
escape  the  hunger,  cold,  and  harsh- 
ness of  life  on  the  streets. 


(S''Srf9i964i!MQ|^JWS@J9tkH'/)dfe;(Si^^^^  ■  **«- -^^aM^^S^^ 


am 


vm/fmmmmmm 


^«JM»1Mi|«^^'> 


PFKI 


IN  DOWNTOWN  LA  PAZ,  JUST  BEFORE  MIDNIGHT,  24'HOUR 

vendors  are  busy  grilling  hot  dogs  and  hamburgers  in 
their  yellow  metal  booths.  A  woman  wearing  a  stained 
apron  carries  a  bucket  of  water  from  behind  her  burg- 
er  stand  and  dumps  it  in  the  street.  The  brown  water 
hits  the  black  pavement  and  ripples  outward,  then 
recedes  to  form  a  new  puddle.  Nimbly  skirting  that 
puddle  is  a  small  Aymaran  boy  in  a  dirty,  grayish- 
white  hat  and  frayed  blue  jeans.  He  hovers  near  the 
burger  stand,  then  turns  slowly,  surveying  the  people. 
When  he  thinks  no  one  is  watching,  he  darts  between 


by  Chi-Cheng  Huang,  with  Irwin  A.  Tang 
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he  children  have  smeared  the  walls  of  the  passageway 


two  of  the  booths,  crouches  down,  and  crawls  through 
a  fence  hole  that  looks  as  if  it  were  made  for  dogs. 

"Hey!"  I  yeU  to  the  boy.  He  turns,  startled,  then 
ducks  his  head  back  and  hoUers  through  the  hole  in 
the  fence,  "Hey,  guys!  Dr.  Chi  is  here!  Dr.  Chi  is  here!" 

The  boy  waves  his  arm,  urging  me  to  hurry.  I  crawl 
through  the  hole  in  the  fence.  Five  cement  steps  lead 
to  a  worn  dirt  path.  Down  the  path  to  the  right  is  a 
five-foot  drop-off,  at  the  bottom  of  which  sits  a  rec- 
tangular cement  box  open  on  one  side.  It  is  large 
enough  to  hold  several  street  children,  but  too 
cramped  for  adults.  Only  the  smaller  children  tend  to 
stay  there. 

The  boy  and  I  turn  left  and  head  down  a  steep  path 
leading  to  the  edge  of  a  deep  valley.  Within  this  valley 
runs  a  gigantic  sewage  canal,  which  carries  the  city's 
waste  into  the  La  Paz  River.  A  mis- 
step on  the  path  would  mean  an 
ugly  fall  down  a  75-degree  slope 
lined  with  trash  and  excrement, 
into   the   valley   of   the    sewage 
canal— a  bad  way  to  die.  But  hving 
at  an  altitude  of  12,000  feet,  among 
the  mountains,  has  accustomed 
Pacenas  to  climbing  hills,  and  the 
street  kids  navigate  this  path  sever- 
al times  a  day. 

We  descend  on  all  fours  to 
keep  from  falling.  It's  hard  to  keep 
my  balance,  as  I'm  carrying  a 
tackle  box  full  of  medicine.  Above 
me,  I  hear  the  sizzle  of  hamburg- 
ers; below,  the  roar  of  raw  sewage  returning  to 
nature.  I  look  up  at  the  fence.  No  one  is  watching.  I 
feel  silly,  even  though  I've  done  this  many  times  now. 
Small  rocks  tumble  down  into  the  valley,  at  the  edge 
of  which  stand  four  boys  and  a  girl. 

"Be  careful.  Hurry!"  Be  careful  and  hurry.  A  neces- 
sary contradiction  for  their  everyday  survival.  I  reach 
the  bottom  of  the  dechne.  The  kids  surround  me  and 
call  out  their  various  ailments. 

"I  have  a  sore  throat!"  Maria  shouts. 

"Look  at  my  cut,"  Enrique  says.  "It  has  pus  in  it.  Do 
you  see?  Do  you  see?" 

"My  eyes.  My  eyes,"  Lupe  whines.  "They  itch." 

"I  have  diarrhea!  Bad  diarrhea,"  Jorge  groans, 
cradling  his  beUy. 


"I  can  only  help  you  one  at  a  time,"  I  say.  Enrique 
takes  one  of  my  flashlights  and  shines  it  at  Maria.  As 
they  wait  their  turn,  the  other  kids  press  their  fists 
to  their  noses  to  sniff  yarn  soaked  with  paint  thin- 
ner. A  dog  steps  toward  me  and  growls.  Lupe  bats 
the  dog  away.  Next,  I  examine  the  eight-year-old  boy 
I  had  spotted  sneaking  through  the  fence.  Eight 
razor-blade  scars  crisscross  his  left  hand.  Last  time 
there  were  seven. 

"What  happened,  Pedro?" 
"It's  just  a  cut,"  he  giggles. 
"How  did  it  happen?" 

"I  was  drunk!"  He  stumbles  about,  and  the  kids 
laugh. 

"What  did  you  use?" 

"A  razor  blade.  It's  because  I'm  tough!"  Again 
they  laugh. 

I  clean  his  wound  and  move  on 
to  the  next  child.  After  tending  to 
their  ailments,  I  ask  the  children 
how  they're  doing.  They  all  say 
that  they're  fine.  I  ask  them  if  they 
would  like  to  sing  songs.  They  say 
yes,  but  they  don't  mean  it. 

"Look,  Dr.  Chi."  Jorge  points  to 
the  top  of  the  hill.  Two  mihtary 
pohcemen  in  freshly  pressed  green 
uniforms  are  peering  down  at  us. 
One  pohceman  rests  his  hand  on 
his  club.  He  turns  to  his  partner, 
who  doesn't  take  his  eyes  off  of 
us.  Foolish  me;  we  were  being 
watched  all  along.  And  now  we're  trapped.  The 
pohcemen  stand  before  the  hole  in  the  fence,  the  only 
safe  way  out.  Sweat  begins  to  pour  dovvm  my  face.  The 
kids  suddenly  quit  joking  and  stand  eerily  quiet. 
Orange  fluorescent  streethghts  cast  a  surreal  Hght  on 
the  entire  scene. 

We  still  have  two  options.  A  passageway  about  a  foot 
wide  runs  along  the  sewage  canal.  The  children  have 
smeared  the  walls  of  the  passageway  with  their  own 
feces  to  discourage  intruders;  fleeing  that  way  would  be 
hke  passing  through  an  enormous  intestine.  At  the  end 
of  the  walkway  is  a  plank  that  we  could  chmb  to  reach 
the  top  of  the  encased  sewage  canal.  Once  there,  we 
could  walk  to  an  overpassing  bridge  and  chmb  up.  But 
the  bridge  is  often  patroUed  by  pohce. 
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with  their  own  feces  to  discourage  intruders. 


LIGHT  TOUCH: 
Chi-Cheng  Huang 
examines  a 
young  patient  by 
flashlight  under- 
neath a  bridge, 
^f/here  many 
street  children 
take  refuge  at 
night  (left). 
Forced  to  flee 
from  the  abuse 
or  neglect  of  their 
biological  fami- 
lies, some  street 
children  turn  to 
each  other  for 
comfort  and  sup- 
port (far  left). 


Our  other  option  would  be  to  proceed  along  the 
sewage  system  toward  the  river.  The  walk  would  be 
about  a  hundred  yards,  but  at  the  end  of  it,  we  would 
have  nowhere  to  go — except  to  jump  into  the  second 
most  polluted  river  in  the  world,  along  with  thou- 
sands of  gallons  of  excrement. 

The  boys  form  a  semicircle  in  front  of  Maria  and 
me,  readying  themselves  to  be  beaten.  I  begin  packing 
up.  Pedro's  voice  trembles,  "Don't  leave!  Please  don't 
leave!"  If  I  leave,  the  pohce  will  do  whatever  they 
want,  free  from  the  observing  eyes  of  any  adult. 

"I  won't  leave." 

The  policeman  who  had  his  hand  on  his  baton — 
the  senior,  it  seems — begins  to  descend  the  dirt  path. 
The  other  follows,  slipping  slightly  in  his  heavy 
boots.  I  can  sense  the  childreris  bodies  growing 
stiffer.  Their  brown  eyes  widen  as  they  glance  back  at 
me.  What  can  I  do?  No  one  takes  a  step.  No  one  says 
anything.  The  policemen  will  be  down  here  within  a 
few  minutes,  even  if  they're  careful  and  do  not  hurry. 
Juan  looks  around.  He  has  had  his  fair  share  of  fights 
and  near-deaths,  and  his  15-year-old  mind  turns 
quickly.  He  pipes  up,  "Let's  start  singing!" 

The  children  open  their  mouths  and  sing.  In  the 
beginning,  the  song  is  simply  a  collection  of  trem- 


bling voices  afraid  to  offend  the  police,  afraid  to  let 
the  world  hear  them.  But  the  song  grows  stronger 
and  stronger,  until  the  tepid  murmurs  transform 
into  shouts  of  courage  and  hope.  They  sing  about  a 
God  whom  they  rarely  see  in  their  world.  A  God  who 
is  truly  a  far-off  myth — a  being  they  know  only 
through  nearly  unbelievable  stories.  They  sing  of  His 
beauty  and  His  splendor,  and  how  He  protects  the 
weak  and  the  helpless.  The  voices  bounce  off  the 
walls  of  the  sewage  canal,  up,  out,  into  unsuspecting 
ears.  The  vendors  stop  their  cooking  and  peer  down 
into  the  valley  to  witness — what?  A  miracle? 

The  policemen  finally  step  down  to  the  edge  of 
the  sewage  valley.  They  are  on  the  same  level  as  we 
are.  I  step  forward  and  block  their  path  to  the  chil- 
dren. Clocks  throughout  the  city  strike  midnight. 
My  heart  starts  to  pound.  Anger  swells  up  within 
me.  Policemen  are  the  enemies  of  my  children.  They 
rape  the  girls.  They  kick  the  boys  in  the  crotch.  They 
break  the  bones  of  children,  leaving  them  crippled  or 
limping.  Suddenly  I  am  ready  to  take  the  beating. 
The  childreris  song  has  shaken  the  fear  out  of  me. 
The  police  approach. 

"Hello,"  I  stick  my  hand  out  to  shake.  No  response. 
I  tuck  my  hand  back  into  my  jacket  and  tightly  grip 
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he  children  sniff  their  paint  thinner,  which  blunts 


tt 


my  metal  flashlight;  if  I  can  defend  the  children  for 
even  a  couple  of  minutes,  they  may  have  time  to  rush 
up  the  hill  and  escape. 

"Hello,"  says  the  senior  policeman,  "what  are  you 
doing  here?" 

Silence.  We  look  at  each  other. 

"What  are  you  doing  here?"  I  counter.  "Dorit  you 
have  streets  to  patrol?" 

"It's  none  of  your  business  what  we  do.  Show  me 
your  identification." 

"I  work  with  the  street  children  from  ten  at  night 
to  two  in  the  morning,  Monday  through  Thursday.  I 
also  work  at  two  orphanages." 

The  pohceman  looks  me  in  the  eyes.  "These  children 
are  criminals  and  drug  addicts,  you  know."  Has  he  heard 
a  word  of  their  song?  Has  he  glanced  for  even  a 
millisecond  at  their  faces?  Our  only  chance  to 
escape  this  beating  is  to  make  the  police  hear  the 
inaudible,  see  the  invisible.  To  transform,  in 
their  eyes,  the  children  into  children. 

"Well,"  I  say,  "some  of  them  do  sniff  thinner. 
But  do  you  know  why?  Do  you  know  how 
these  children  end  up  on  the  streets?" 

The  officer  looks  surprised  by  my  forward- 
ness. "Their  parents  are  alcohohcs,"  he  says, 
"and  sometimes  just  abandon  them."  I  can't 
tell  if  he's  saying  this  to  express  sympathy  or 
to  add  further  condemnation. 

"Yes,"  I  say,  "most  of  them  are  from  El  Alto, 
the  poorest  suburbs.  Poverty  can  cause  moth- 
ers to  abandon  their  own  children,  fathers  to 
beat  their  sons  and  daughters.  Poverty  can 
lead  to  alcoholism.  Some  of  these  children 
have  been  molested  by  their  own  kin.  They  are 
ruiming  away  from  the  worst  things  you  can 
imagine.  They  end  up  on  the  streets  sniffing 
thinner  and  trying  to  forget  their  past,  pre- 
sent, and  future.  Look  at  them." 

This  cop  makes  only  about  60  American  dol- 
lars a  month,  but  he  may  not  understand  the 
desperate  poverty  from  which  these  kids  are 
seeking  escape.  He  may  never  have  been  beaten 
or  abused.  He  may  not  empathize  at  all  with 
these  children,  whom  he  regards  as  animals. 

"Yes,"  he  says.  "It's  sad."  He  glances  at  his 
partner,  then  asks  me,  "Are  they  using  drugs?" 

"You'd  have  to  ask  them  about  that." 


The  officer  looks  at  the  children  for  the  first  time. 
He  looks  at  them  as  if  he  finally  considers  them  to  be 
real — living,  breathing.  Perhaps  he  imagines  himself 
asking  them  questions,  as  fellow  human  beings. 

"By  the  way,  your  police  chief  knows  who  I  am  and 
has  a  letter  detailing  what  I  do." 

"Very  good,"  the  officer  says.  "How  long  are  you 
going  to  stay  here?" 

"For  about  a  half  hour." 

"Very  good." 

The  pohcemen  shake  my  hand  and  start  their 
ascent  back  up  the  hill.  Behind  me,  the  children  begin 
singing  another  song,  softly. 

The  men  take  an  eternity  to  reach  the  top  of  the 
full.  As  they  crawl  through  the  hole  in  the  fence,  a  feel- 
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the  cold  Andean  winds  and  deadens  their  hunger. 


ing  of  relief  floods  through  me.  The  children  look  at 
each  other,  grateful  for  another  half-hour  free  from 
beatings.  They  position  their  fists  against  their  noses 
and  deeply  inhale  their  thinner.  Entering  a  state  of 
numbness,  they  look  vacantly  at  me. 

"Listen,  kids.  The  police  will  return  in  a  half  hour, 
without  a  doubt.  So  you  guys  need  to  leave  right  away. 
Do  you  have  a  place  to  go  where  you'll  be  safe?" 

Juan  steps  forward.  "I  have  a  secret  hiding  place."  He 
looks  at  me  from  beneath  his  raggedy  red  cap.  Does  he 
want  me  to  stop  him?  If  he  shows  the  other  kids  his  hid- 
ing place,  it  will  no  longer  be  secret.  His  enemies  will  be 
able  to  find  him  and  stab  him;  even  the  poUce  may  even- 
tually learn  of  his  hideout.  "I  know  of  this  place,"  he 
continues  vwthout  hesitation,  "down  in  the  sewer  sys- 


tem, toward  the  river.  There's  this  httle  hole  in  the 
cement  block  where  I  sleep.  No  one  can  find  me,  and 
the  sewage  keeps  me  warm.  There's  room  for  all  of  us." 
The  kids  stare  at  Juan.  "Maybe  you  should  all 
go  with  Juan,"  I  say,  "because  the  police  will  be 
back  soon." 

The  children  all  nod. 

"Very  well,  then.  When  I  get  to  the  top  of  the  lull, 
I  will  check  for  any  police  on  the  bridge,  and  then  I 
will  wave  you  clear.  You  can  get  to  the  hiding  place. 
Does  that  sound  good?" 
"Yes,  Dr.  Cheeeee." 

The  children  sniff  their  paint  thinner,  which  blunts 
the  cold  Andean  winds  and  deadens  their  hunger. 
Pedro  asks  me,  "When  are  you  coming  back?" 

"Tomorrow  night.  Don't  worry.  Be  careful. 
Good  night." 

I  climb  the  hill,  constantly  losing  and 
regaining  my  footing.  When  I  reach  the  top,  I 
look  down  at  the  kids,  crowded  together,  a 
small  choir,  a  chorus  for  their  own  tragedy. 
They're  watching  me  for  a  sign.  The  only  peo- 
ple on  the  bridge  are  street  vendors.  A  taxi 
honks  as  it  zips  by.  The  childreris  eyes  are 
fixed  on  me.  I  give  them  a  wave.  Five  boys  and 
one  girl  run  across  a  field  Uttered  with  trash 
and  feces.  They  disappear  into  the  night.  ■ 

Chi'Cheng  Huang  '98,  a  fourth-year  resident  in  the 
Harvard  Internal  Medicine-Pediatrics  Residency 
Program,  has  been  traveling  to  La  Paz,  Bolivia,  to 
treat  street  children  and  child  prostitutes  since  his 
fourth  year  of  medical  school,  in  1997.  Irwin  A.  Tang, 
a  freelance  writer  in  Austin,  Texas,  is  the  author  of 
The  Texas  Aggie  Bonfire:  Tradition  and  Tragedy 
at  Texas  A&M. 

This  essay  will  appear  in  expanded  form  in  a  forth- 
coming  memoir  on  Huang's  work  in  La  Paz  The  chil- 
dren's names  and  locations  have  been  changed  to  pro- 
tect their  identities. 

Huang  would  like  to  thank  Park  Street  Church, 
Brigham  and  Women's  Internal  Medicine  Department, 
Harvard  Internal  Medicine-Pediatrics  Residency 
Program,  and  individual  donors  for  their  continued 
support  of  the  Bolivian  Street  Children  Project  To 
learn  more,  visit  www.holivianstreetchildren.org,  or 
contact  Huang  at  chuang30@hotmail.com. 


UNDER  A 
WATCHFUL  EYE: 
Huang  hopes  to 
spark  international 
a>vareness  of  the 
plight  of  Bolivia's 
street  children, 
two  of  whom  are 
shown  here  in  a 
favorite  hangout 
in  the  Plaza  of  the 
Heroes,  v\^here  they 
often  play  soccer. 
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by  Joshua  Sharfstein  and  Yngvild  Olsen 


^-""^  nemorninginDecembcrl999,rnyhecpcr 
interrupted  a  teaching  seminar,  and  I  found  myself  talking  to  an 
intensive  care  unit  clerk  "Dr.  Olsen  is  unavailahle,"  she  said.  "Who 
is  speakingl" 

"Her  husband." 

"Okmy.Pleasehold." 

My  mind  flashed  to  Yngvild' s  repeated  32-hour  shifts  as  a  third- 
year  medical  resident  in  a  community  hospital  outside  Boston,  and 
how  she  was  often  too  busy  to  eat  or  drink,  let  done  sleep.  Owing  to  a 
realignment  of  primary  care  practices  in  the  community,  the  rotation 
was  now  fully  twice  as  husy  as  it  had  been  just  ayear  earlier. 

I  also  thought  about  our  baby,  who  was  eocpected  to  arrive  in  just 
two  months.  A  pediatrician's  mind  can  rifle  through  a  thousand  » 


Physicians  who  become  pregnant  during  residency  often  discover 
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that  the  pains  of  labor  can  extend  well  beyond  the  delivery  room 


pregnant  resident  has  pressing  personal  needs.  She 
maternity  leave,  or  just  time  off  her  feet.  She's  a  living 


nightmare  scenarios  in  less  than  30  seconds.  Then  someone 
started  speaking. 

'W,"  a  voice  said,  as  if  at  the  end  of  a  long  tunnel,  ''1  fainted  on 
rounds  in  the  intensive  care  unit.  I'm  lying  on  the  floor  of  the  con- 
ference room,  and  the  cardiologist  is  taking  my  hlood  pressure. 
Canyon  come  pick  meupr 

Having  a  baby  at  the  end  of  Yngvild's  residency  was  not 
our  plan.  Knowing  that  most  couples  take  three  to  six 
months  to  conceive,  we  envisioned  a  perfectly  timed 
arrival  for  our  first  child  a  few  months  after  Yngvild  fin- 
ished her  training.  Because  of  the  possibility  of  prob- 
lems getting  pregnant,  we  did  not  want  to  delay  trying 
for  too  long.  And  then,  presto:  Within  three  weeks,  we 
were  staring  at  a  positive  pregnancy  test.  One  spin  of 


the  pregnancy  wheel  told  us  to  expect  a  baby  three 
months  before  the  end  of  Yngvild's  residency. 

Problem  One:  Pregnancy  contradicts  a  key  assump- 
tion of  residency.  Residents  are  supposed  to  work  for 
the  hospital  and  their  patients,  not  for  themselves. 
This  mutual  understanding  explains  why  residents 
embrace  schedules  requiring  upwards  of  80  hours  per 
week  and  why  hospitals  provide  salaries  that  are  rarely 
enough  to  cover  loan  repayment.  Successful  residents 
just  play  along  with  the  game,  always  ready  to  show  up 
for  more  work.  A  pregnant  resident,  however,  has 
pressing  personal  needs.  She  may  need  time  off  for 
pregnancy  compUcations,  time  off  for  maternity  leave, 
or  just  time  off  her  feet.  She's  a  hving  symbol  of  how 
residents  have  lives  outside  the  hospital. 


One  Mother's  Story 


y  mother  was  one  of  about 
ten  women  in  her  medical 
school  class  at  Yeshiva  Uni- 
versity— and  one  of  only 
five  who  lasted  beyond  the 
first  month.  Alphabetically, 
she  was  paired  with  a 
scrawny  New  Yorker  for  an 
anatomy  partner.  They  met 
in  September,  began  dating 
by  November,  and  were  married  in  June. 

After  graduating  from  medical  school,  my  parents 
began  pediatric  internships  at  different  hospitals  in  the 
Bronx.  According  to  family  legend,  their  conflicting  call 
schedules  afforded  them  only  one  weekend  together  all 
year — the  weekend  of  my  conception.  A  few  months 
later,  my  mother  wrote  of  my  impending  arrival  to  the 
pediatrics  department  at  Tufts  Medical  School  in  Boston, 
where  she  had  been  accepted  for  the  final  two  years  of 
training.  But  her  reception  there  was  anything  but  cordial. 
My  mother  spent  her  first  few  months  worrying  about 
how  she  would  return  to  work  after  just  six  weeks  of 
maternity  leave — a  meager  amount  of  time  off  that  her 
fellow  residents,  men  and  women,  nonetheless  quickly 


began  to  resent.  I  was  born  on  September  26,  and  my 
mother  returned  to  a  schedule  that  required  in-hospital 
duty  every  other  night  and  every  other  weekend — more 
than  1 1 0  hours  per  week.  My  father,  then  a  psychiatry 
resident,  often  brought  me  to  the  hospital  to  sleep 
overnight  in  my  mother's  call  room.  Floating  Hospital  at 
Tufts  permitted  this  arrangement,  but  not  the  affiliated  St. 
Margaret's  Hospital,  which  blocked  our  arrival  just  prior 
to  a  72-hour  weekend  shift.  My  mother  threatened  to 
walk  off  the  job.  A  room  was  quickly  found  for  my  dad 
and  me — at  the  nearby  Home  for  Unwed  Mothers. 

As  the  year  progressed,  my  existence  created  confu- 
sion among  the  staff  pediatricians.  Was  my  mother  a 
resident  to  be  taught  in  the  usual  grueling  manner  about 
how  to  care  for  babies,  or  was  she  a  parent  who 
should  have  time  to  spend  with  her  own?  When  I  was 
nine  months  old,  my  mother  was  called  into  the  office  of 
the  director  of  her  training  program.  It  is  clear,  he  said, 
that  you  will  never  practice  pediatrics.  You  are  a  dilet- 
tante. Our  pediatrics  department  does  not  exist  to  train 
dilettantes.  My  mother  thought  of  how  much  she  missed 
me  and  said  that  she  would  leave  the  program. 

The  man  who  presided  over  the  Tufts  pediatrics 
department  during  my  mother's  time  there  still  lives  and 
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may  need  time  off  for  pregnancy  complications,  time  off  for 
symbol  of  how  residents  have  lives  outside  the  hospital. 


Problem  Two:  Resident  schedules  are  not  ideally 
suited  for  carrying  a  baby  to  term.  In  the  largest  study 
to  date,  pubhshed  in  the  New  Englandjoumal  of  Medicine, 
Mark  Klebanoff  and  colleagues  reported  that  resi- 
dents who  worked  more  than  a  hundred  hours  a  week 
had  more  than  twice  the  rate  of  preterm  delivery 
(about  one  in  ten)  as  those  who  worked  less  (about 
one  in  twenty-five).  Other  studies  have  linked  long 
working  hours  to  growth  retardation,  premature 
labor,  and  hypertension  during  pregnancy. 

Problem  Three:  Problems  One  and  Two  work  in  col- 
lusion with  each  other.  Pregnant  residents  want  to  con- 
tinue being  successful,  so  they  may  minimize  their  need 
for  rest  and  extra  accommodation,  to  prove  that  the 
hospital  and  their  patients  remain  their  top  priorities. 


Yet  during  difficult  rotations,  such  bravado  can  pose 
risks  for  the  health  of  the  baby  and  mother. 

We  fell  right  into  the  trap.  Although  her  residency 
program's  leadership  was  enthusiastic  about  the  preg- 
nancy and  offered  a  generous  maternity  leave,  Yngvild 
insisted  on  maintaining  her  full  schedule  to  show  that 
her  pregnancy  was  irrelevant  to  her  doing  her  job.  Yet 
the  job  was  just  too  taxing. 

In  a  Family  Way 

Anyone  in  touch  with  residents  today  knows  that  our 
experience  was  hardly  unusual.  From  1991  to  2000, 
the  percentage  of  female  medical  students  rose  from 
38  to  45  percent.  National  data  also  indicate  that 


works  in  the  Boston  area.  In  a  small  office  on  the  third 
floor  of  Floating  Hospital,  he  helped  me  to  understand  a 
half<entury  of  women's  experiences  in  the  context  of  his 
own  travails.  "When  I  was  on  intern,  I  worked  every 
other  night  and  every  other  weekend,"  he  said.  "The  fel- 
low with  whom  I  alternated  nights  and  weekends  devel- 
oped tuberculosis,  so  I  was  working  every  night  and 
weekend  while  waiting  for  some  time  off  to  go  get  mar- 
ried." Despite  his  personal  sacrifices,  which  included 
once  working  1 8  days  straight,  his  hospital  refused  to 
promote  him  to  a  residency  position  because  another 
Jewish  doctor  had  already  been  hired. 

The  physician  went  on  to  describe  a  time  when 
women  faced  similarly  intense  resentment  for  their  mere 
presence  in  the  medical  profession.  From  his  first  postwar 
teaching  experience  at  Children's  Hospital  in  Boston:  "On 
the  day  that  Children's  accepted  its  first  female  house  offi- 
cer, the  residents  all  wore  black  bands  on  their  arms." 
Even  20  years  later,  he  recalled  that,  when  my  mother 
arrived  at  Tufts,  the  training  program  explicitly  preferred 
men  to  women  "of  equal  ratings."  The  rationalization? 
The  hospital  needed  referrals  from  practicing  pediatri- 
cians, and  it  was  assumed  that  women  with  children 
would  not  practice  pediatrics  beyond  their  residency. 


In  1 970,  after  leaving  Tufts,  my  mother  joined  a  part- 
time  residency  program  that  had  recently  started  at  Chil- 
dren's Hospital.  Over  two  years,  she  completed  her  third 
year  of  training,  with  plenty  of  time  for  me.  Unfortunately, 
the  program  was  soon  abolished.  My  mother,  meanwhile, 
has  since  worked  more  than  25  years  as  a  pediatrician. 

— Joshua  Sharfstein 


FAMILY  PRACTICE:  Joshua  with  his  parents,  Margaret  and  Steven. 
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ven  the  most  generous  parental  leave  is  no  solace 
hundred  hours  on  the  job.  The  solution  is  to  make 


about  half  of  women  doctors  with  children  delivered 
one  of  them  during  their  training.  Yet  hundreds  of 
young  doctors  are  heading  into  a  demographic  vise. 
Just  as  they  may  wish  to  have  children  (at  the  reason- 
able age  of,  say  30  years),  it's  becoming  harder — not 
easier — for  them  to  do  so. 

Both  the  American  Board  of  Pediatrics  and  the 
American  Board  of  Internal  Medicine  have  adopted 
policies  limiting  the  total  time  off  during  three  years  of 
residency — including  vacations — to  three  months. 
Any  woman  who  has  a  baby  during  her  residency, 
according  to  the  new  rules,  must  do  extra  clinical  rota- 
tions beyond  the  originally  scheduled  completion  of 
training  in  order  to  become  board-certified.  These 
professional  boards — and  others  in  the  subspecial- 
ties— have  now  made  having  a  baby  during  residency 
essentially  incompatible  with  starting  a  fellowship  on 
time  or  becoming  a  chief  resident.  Ironically,  at  the 
same  time  that  leaders  promise  support  for  improving 
diversity  in  academic  medicine,  they're  kicking 
women  off  the  bottom  rung  of  the  career  ladder. 

In  reahty,  many  program  directors  bend  the  board's 
rules.  Some  programs  are  very  supportive  of  pregnant 
residents;  others  are  notoriously  difficult.  Two  of  our 
friends  in  Boston  suffered  through  contentious  dis- 
putes with  their  training  programs  about  maternity 
leave.  Many  of  our  other  friends  have  settled  for  eight 
weeks,  knowing  fuU  weU  that  their  program  directors 
could  declare  even  such  skimpy  time  off  to  be  in  viola- 
tion of  the  board's  requirements. 

The  rules  leave  those  in  charge  of  residency  in  near 
complete  control  of  a  pregnant  resident's  life  and 
career,  with  most  decisions  made  on  a  case-by-case 
basis.  The  Accreditation  Council  on  Graduate  Medical 
Education  (ACGME),  which  certifies  all  training  pro- 
grams, sets  no  standards  on  how  programs  should 
handle  a  resident's  pregnancy.  Even  in  the  very  train- 
ing programs  that  teach  doctors  to  support  famiUes, 
residents  who  become  parents  can  face  difficult  and 
dangerous  hurdles.  "Pediatric  residency  programs  and 
their  institutions  barely  proxdde  even  the  basic  level  of 
family  support  for  their  trainees,"  one  researcher 
recently  complained  to  the  Archives  of  Pediatrics  and  Ado- 
lescent  Medicine 

Fifteen  years  ago,  Daniel  Federman  '53  and  col- 
leagues at  Harvard  Medical  School  concluded  in  the 
TSIew  England  Journal  of  Medicine:  "The  current  climate  of 


residency  is  in  direct  conflict  with  the  reaUties  of  a 
young  person's  Hfe — the  time  needed  to  develop  a  rela- 
tionship with  a  partner;  the  age  Limits  of  fertility;  the 
time  needed  to  carry,  breast-feed  and  care  for  a  baby; 
and  the  need  to  sleep  in  order  to  function  effective- 
ly...We  recommend  an  investigation  into  a  fundamental 
change  in  the  current  pressures  of  residency  programs." 
Did  anyone  listen? 

Doctoring  the  System 

Yngvild's  blood  pressure  came  back  up  with  oral 
rehydration,  and  the  residency  program  allowed  her 
to  miss  the  rest  of  her  call  nights  at  the  community 
hospital.  She  felt  terrible  that  she  could  not  meet  her 
obligations  in  the  hospital  and  that  other  residents 
had  to  cover  for  her. 

So  Yngvild  concentrated  on  making  it  through  to 
dehvery — one  day  at  a  time.  Sam's  arrival  on  his  Valen- 
tine's Day  due  date  not  only  transformed  our  Uves,  but 
also  had  other  ripple  effects.  Ln  the  months  afterward, 
five  other  residents  in  YngvUd's  program  became  preg- 
nant, and  all  came  to  her  for  ad\ace. 

But  there  was  only  so  much  advice  to  give.  How  can 
it  be  that  despite  untold  numbers  of  pregnant  resi- 
dents, the  system  of  medical  training  has  not  respond- 
ed with  fundamental  changes?  In  our  \iew,  reasonable 
treatment  of  pregnant  residents  requires  that  working 
conditions  for  all  trainees  improve. 

While  we  do  support  efforts  to  guarantee  paid 
parental  leave  and  sick  coverage  during  pregnancy,  we 
do  not  support  only  making  special  rules  for  pregnan- 
cy. That's  a  recipe  for  a  two-tiered  system,  which  is  sure 
to  generate  anger  and  resentment  throughout  teaching 
hospitals.  The  pregnant  resident  already  stands  as  a 
symbol  of  someone  who  creates  unreasonable  demands 
on  traditional  medical  training.  Setting  up  the  preg- 
nant resident  as  an  exception  to  the  rule  will  only  fur- 
ther exacerbate  professional  discrimination. 

Even  the  most  generous  parental  leave  is  no  solace 
when  the  first  week  back  requires  more  than  a  hundred 
hours  on  the  job.  The  solution  is  to  make  residency 
training  more  humane  for  everyone.  Large  residency 
programs  should  develop  robust  coverage  systems; 
small  programs  should  contribute  to  an  insurance  pool 
to  fund  replacement  physicians  to  step  in  when  needed. 
ACGME  should  set  and  enforce  hours  restrictions,  end- 
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when  the  first  week  back  requires  more  than  a 
residency  training  more  humane  for  everyone. 


ing  hundred-hour  work  weeks  that  have  never  been 
shown  to  be  necessary  for  patient  care  or  resident  edu- 
cation. To  the  contrary,  studies  of  residents  have  amply 
demonstrated  that  excessive  hours  lead  to  depression 
and  an  increased  risk  of  automobile  accidents. 

As  young  doctors  seek  out  more  reasonable  schedules, 
the  natural  competition  among  programs  for  top  candi- 
dates should  gradually  push  training  to  become  more 
humane.  ACGME  can  hasten  the  process  by  pubhshing 
the  schedules  of  each  program  before  match  time. 

With  Sam  now  18  months  old,  we  have  already 
begun  to  romanticize  Yngvfld's  pregnancy.  We  joke 
about  her  spUl  in  the  intensive  care  unit  and  may 
someday  even  forget  our  fear  that  something  could 
have  gone  horribly  wrong. 

If  we  continue  down  this  slippery  slope,  we  hope 
that  some  resident  in  the  future — Sam? — will  keep 


us  honest.  "Reasonable  hours,  workloads,  and 
parental  leave  not  only  make  sense  for  hospitals  in 
the  business  of  training  good  doctors,"  he'll  say,  "but 
they  also  are  essential  to  treating  men,  women,  and 
children  in  medicine  fairly. 

"What?"  he'll  add,  when  he  sees  our  reaction. 
"Wasn't  it  always  this  way?"  ■ 

Joshua  Sharfstein  '96  is  a  pediatrician  in  the  Washington,  DC, 
area.  Yngvild  Olscn  V6  is  a  fellow  in  internal  medicine  at  the 
Johns  Hopkins  School  of  Medicine. 

Permission  to  quote  from  ''Pregnancy  During  Residency"  was 
granted  by  the  New  England  Journal  of  Medicine  (Sayres 
M,  Wyshak  G,  Denterlein  G,  Apfel  R,  Shore  E,  Fcderman  D, 
1986;314:418'423).  Copyright  1986,  Massachusetts  Medical 
Society.  All  rights  reserved. 


THE  NEXT  GENERATION:  Sharfstein  and  Olsen  hope  their  son  Sam  will  be  able  to  enjoy  ample  paternity  leave. 
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by  David  A.  Shaywitz  and  Dennis  A.  Ausiello 
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WHAT  DOES  THE  UNFOLDING  SUCCESS 
OF  THE  STATINS  TELL  US  ABOUT  THE 
NATURE  OF  MEDICAL 


NOW    THAT    THE    SEQUENCE    OF    THE    ENTIRE    HUMAN 

genome  has  been  published,  medical  scientists  have 
been  thrilled  by  the  ready  availability  of  so  many 
promising  targets  for  nev^^  medications 
Whether  the  actual  number  of  human 
genes — -and  corresponding  proteins — 
turns  out  to  be  closer  to  100,000  (the 
original  assumption)  or  40,000  (the  lat- 
est estimate),  an  abundance  of  proteins 
will  become  available  for  research  and 
drug  development. 

Yet,  if  history  is  any  guide,  the  process  of  mo\'ing 
from  promising  target  to  useful  therapy  may  hold 
many  surprises.  Consider  the  statins.  Initially  discov- 


ered in  a  search  for  new  antibiotics,  statins  are  now 
the  therapy  of  choice  for  persistently  high  cholesterol. 
Exciting  new  data  suggest  that  statins  may  also 
play  a  role  in  combating  inflammation,  bone 
disease,  and  dementia.  More  than  13  mil- 
hon  Americans  now  take  a  statin,  with 
the  number  of  users  expected  to  skyrock- 
et to  36  milhon  if  the  recently  revised 
guidelines  for  cholesterol  management  as 
set  forth  by  the  National  Institutes  of 
Health  are  followed  carefully.  The  statins' 
meteoric  rise  to  fame  both  illustrates  how  medicines 
are  created  in  the  molecular  era  and  provides  a  com- 
pelling story  of  scientific  discovery.  ^> 
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CIENTISTS  TRADITIONALLY  RELISH  CONTRADIC 
NEW  INSIGHTS.  ''NO  PARADOX,  NO  PROGRESS/' 


Discovery  of  the  Statins 

The  statins  have  their  roots  in  Japan,  where  Akira 
Endo  and  his  colleagues  were  hunting  for  new 
antibiotics  in  the  1970s  and  early  1980s.  Because 
many  microorganisms  require  cholesterol  for 
growth,  Endo  and  his  group  were  hoping  to  identi- 
fy novel  factors  that  would  inhibit  an  enzyme — 
HMG-CoA  reductase — shown  by  basic  researchers 
to  be  critical  for  cholesterol  synthesis.  Endo  looked 
especially  to  fungi  as  a  source  for  these  factors,  fol- 
lowing in  the  tradition  of  Alexander  Fleming,  whose 
1928  discovery  that  bacterial  growth  was  inhibited 
in  the  presence  of  the  PenicilJium  mold  led  to  the 
isolation  of  the  drug  penicillin. 

Ultimately,  Endo  isolated  several 
inhibitors  of  HMG-CoA  reductase, 
including  one — mevastatin — from 
another  strain  of  PeniciUium.  Similar 
research  by  other  groups  led  to  the 
isolation  of  an  entire  family  of  related 
compounds,  collectively  known  as 
statins.  While  Endo  was  studying  the 
first  statin,  two  American  physicians, 
Michael  Brown  and  Joseph  Goldstein, 
were  learning  how  the  human  body,  partic 
ularly  the  Hver,  processes  cholesterol.  In  a 
remarkable  series  of  investigations  beginning  soon 
after  Endo's  first  report  on  a  statin,  they  showed — 
first  in  cultured  ceUs,  then  in  animal  models,  and 
ultimately  in  patients — that  statin  use  could  dra- 
matically reduce  the  level  of  low-density  Upopro- 
teins  (LDLs)  in  the  blood  by  causing  hver  cells  to 
take  up  LDLs  more  avidly  and  use  the  material  for 
themselves.  For  their  efforts.  Brown  and  Goldstein 
were  awarded  the  Nobel  Prize  in  1985. 

By  the  time  Brown  and  Goldstein  were  pubhsh- 
tng  their  work  on  statins,  population-based  studies 
had  demonstrated  that  high  cholesterol  was  a  major 
risk  factor  for  the  development  of  coronary  artery 
disease.  Knowing  that  high  cholesterol  is  harmful 
and  that  the  statins  could  lower  cholesterol,  investi- 
gators next  sought  to  learn  whether  statins  would 
help  the  hearts  of  patients  with  high  cholesterol. 
The  answer,  from  a  number  of  studies,  turned  out  to 
be  yes:  statins  help  patients  who  have  high  choles- 
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terol,  regardless  of  whether  their  coronary  arteries 
are  already  diseased.  The  first  statin  approved  for 
use  in  the  United  States,  in  1987,  was  lovastatin, 
which  had  been  isolated  from  a  different  fungal 
strain  by  scientists  at  Merck.  In  the  following  years, 
industry  chemists  created  new  members  of  the 
statin  family,  including  pravastatin,  simvastatin  and, 
more  recently,  atorvastatin  and  ZD4522.  Of  these, 
atorvastatin  (Lipitor)  is  the  most  popular,  bringing 
Pfizer  more  than  a  biUion  dollars  a  year  in  revenue. 

Unexpected  Benefits 

The  remarkable  effectiveness  of  the  statins  sur- 
prised some  of  the  scientists  who  had  been 
examining  the  drugs  closely.  The  mystery 
was  why  the  medicine  seemed  to  work 
much  better — and  more  rapidly — 
than  it  should.  The  risk  of  cardiac 
death  was  expected  to  diminish 
gradually,  as  a  result  of  lowering  LDL 
levels  in  the  blood.  When  cholesterol 
is  reduced  by  a  surgical  procedure, 
for  example,  it  takes  many  years  before 
patients  seem  to  benefit,  and  it  was  not 
obvious  why  statins  would  work  any 
faster.  Indeed,  when  the  coronary  arteries  of 
patients  taking  statins  are  evaluated,  the  finding  is 
that  it  takes  months  to  years  before  the  vessels 
appear  less  diseased.  Why,  then,  do  the  statins  seem 
to  benefit  patients  as  rapidly  as  16  weeks  after  the 
start  of  treatment? 

Scientists  traditionally  relish  contradiction, 
because  it  is  often  the  source  of  new  insights.  "No 
paradox,  no  progress,"  said  the  great  Danish  physi- 
cist Niels  Bohr.  In  the  case  of  the  statins,  the  unex- 
pected answer  seems  to  be  that  these  drugs  may  pre- 
vent heart  attacks  not  only  by  decreasing  cholesterol, 
but  also  by  modifying  the  immune  system. 

Several  studies  from  the  Boston-based  CARE 
investigators,  for  example,  have  identified  a  link 
between  heart  attacks  and  systemic  markers  of 
inflammation  and  have  suggested  that  statins  may 
help  by  decreasing  the  degree  of  inflammation.  A 
recent  elegant  laboratory  study  from  Switzerland 
provides  further  support  for  this  theory,  demon- 


HON,  BECAUSE  IT  IS  OFTEN  THE  SOURCE  OF 
SAID  THE  GREAT  DANISH  PHYSICIST  NIELS  BOHR. 


strating  that  statins  can  directly  downregulate  an 
over-reactive  immune  system.  These  results  not 
only  suggest  that  statins  can  help  heart  disease 
patients  by  decreasing  coronary  artery  inflamma- 
tion, but  they  also  offer  hope  that  statins  may  be 
useful  in  organ  transplantation  and  in  the  treat- 
ment of  autoimmune  diseases,  such  as  multiple 
sclerosis,  rheumatoid  arthritis,  and  psoriasis. 

As  if  these  data  weren't  exciting  enough,  several 
observational  studies  have  demonstrated  an  associ- 
ation between  statin  use  and  a  decreased  risk  of  hip 
fractures;  these  studies  represent  the  initial  clinical 
follow-up  of  the  demonstration — first  in  cultured 
ceUs,  then  in  rodents — that  statins  might  be  able  to 
increase  bone  density.  Other  recent  observa- 
tional studies  have  suggested  that  patients 
who  use  statins  are  less  likely  to  be  diag 
nosed  vvdth  dementia  or  Alzheimer's 
disease.  While  additional  research 
must  be  done  before  a  causative  rela- 
tionship can  be  established,  the 
results  of  these  clinical  studies  are 
certainly  tantalizing. 

Lessons  from  the  Statins 


The  statin  story,  even  as  it  continues  to 
evolve,  offers  five  important  lessons  about  con- 
temporary medical  discovery. 

Lesson  One:  Academia  and  industry  are  symbiot- 
ic. Medical  discovery  will  increasingly  require  sus- 
tained partnerships  between  inquisitive  physicians 
and  thoughtful  laboratory  researchers,  and  between 
academic  investigators  and  industry  scientists.  The 
de\'elopment  of  the  statins  into  a  clinically  useful 
class  of  drugs  resulted  from  fundamental  research 
into  the  biochemistry  of  cholesterol  metabolism,  the 
wUhngness  of  pharmaceutical  companies  to  develop 
and  manufacture  statins,  and  a  range  of  clinical 
studies  that  demonstrated,  first,  that  high  choles- 
terol was  a  risk  factor  for  coronary  artery  disease 
and,  second,  that  statins  could  effectively  lower  the 
level  of  cholesterol  in  the  blood.  Even  the  most  cur- 
rent ideas  about  the  statins  represent  the  combina- 
tion of  careful  laboratory  work — suggesting  that 
statins  might  increase  bone  density,  for  example — 


with  clinical  research  examining  the  effects  of 
statins  on  patients  taking  the  medication. 

Such  collaboration  is  increasingly  the  hallmark 
of  medical  discovery.  The  discovery  within  the  past 
decade  of  STI-571,  an  exciting  new  drug  for  chronic 
myelogenous  leukemia  (CML),  began  with  the 
detailed  characterization  of  patients  with  CML  by 
academic  physicians,  and  the  discovery  around 
I960  that  most  of  these  patients  seemed  to  have 
white  blood  cells  with  a  specific  genetic  abnormal- 
ity, the  Philadelphia  chromosome,  resulting  from  a 
DNA  swap  between  chromosomes  9  and  22.  Metic- 
ulous laboratory  research  by  university  scientists 
ultimately  revealed  that,  as  a  consequence  of  this 
abnormality,  patients  with  CML  express  a 
unique  enzyme,  Bcr-Abl,  at  very  high  lev- 
els; and  experiments  in  mice  revealed 
that  the  activity  of  this  protein  alone 
was  sufficient  to  cause  the  disease.  A 
drug  company  then  synthesized  an 
inhibitor  of  this  protein,  and  a  team 
of  university  and  industry  investiga- 
tors showed  in  both  cell  culture 
experiments  and  animal  models  that 
Bcr-Abl  could  be  inhibited.  Now,  excit- 
ing new  data  suggest  that  STL571  is 
effective  in  many  patients  with  CML  and 
may  eventually  become  the  therapy  of  choice  for 
some  of  them. 

Yet  another  example  of  productive  collaboration 
has  been  the  development  of  effective  therapeutic 
strategies  for  HIV.  In  this  case,  the  initial  delin- 
eation of  AIDS  was  the  result  of  careful  clinical 
observation,  originally  by  Michael  Gottlieb,  an 
immunologist  at  the  University  of  Calffornia  at  Los 
Angeles.  Excellent  laboratory  science  then  led  to 
the  characterization  of  the  virus,  and  a  combination 
of  clinical  observation  and  benchwork  resulted  in 
an  understanding  of  the  changes  in  patients' 
immune  systems.  Moreover,  while  industry  synthe- 
sized some  of  the  newest  and  most  promising  anti- 
HIV  drugs,  these  drugs  were  clinically  effective 
only  when  astute  physicians  figured  out  that  they 
needed  to  be  used  in  combination — an  insight  orig- 
inally based  on  the  experience  of  doctors  treating 
patients  with  tuberculosis  and  endocarditis. 


SUMMER  2001    •  HARVARD  MEDICAL  ALUMNI  BULLETIN 


HE  MOST  IMPORTANT  LESSON  FROM  THE  STATINS 
REMARKABLE  TECHNOLOGIES,  MEDICAL  DISCOVERY 


Lesson  Two:  Biology  is  extremely  complex,  and 
one  protein  can  be  involved  in  many  different  mol- 
ecular pathw/ays.  This  point  is  especially  impor- 
tant to  recognize  as  we  enter  the  so-called  post- 
genomic  era,  in  which  investigators  from  universi- 
ties and  industry  are  frenetically  struggling  to 
"annotate"  the  genome — to  assign  a  biological 
function  to  the  proteins  encoded  by  each  of  the 
nearly  40,000  human  genes.  We  cannot  assume, 
however,  that  each  protein  wHl  have  a  single,  dis- 
crete function. 

More  likely,  each  protein  is  involved  in  a  range  of 
activities,  which  may  well  depend  upon  its  loca- 
tion. Thus,  the  HMG-CoA  enzymes  in  the  hver  and 
brain  may  participate  in  entirely  different  path- 
ways. Medical  scientists  must  reahze  that  even 
for  something  as  seemingly  discrete  as  an 
enzyme,  the  enzyme's  function — its  bio- 
logical "meaning" — depends  on  its 
local  environment. 

From  the  perspective  of  drug  devel- 
opment, this  complexity  is  both  good 
and  bad.  First,  the  bad  news:  the  fact 
that  so  many  of  the  unanticipated 
effects  of  the  statins  have  been  clinically 
beneficial  can  be  attributed  to  dumb  luck. 
Often,  a  drug  that's  useful  in  one  place  may 
be  harmful  elsewhere.  On  the  more  hopeful  side, 
once  we  understand  how  a  protein  functions  in  dif- 
ferent contexts,  it  may  be  possible  to  design  a  drug 
that  targets  one  organ — creating,  for  example,  a 
statin  that  homes  in  on  the  brain. 

Lesson  Three:  Drugs  provide  both  answers  and 
questions.  Drugs  are  useful  for  basic  science  as  well 
as  for  chnical  medicine,  and  represent  critically 
important  biological  probes.  Most  drugs  we  use 
now,  including  the  statins,  are  designed  to  bind  to  a 
specific  biological  target,  often  to  inactivate  it.  The 
idea  of  targeted  drug  design  is  relatively  recent,  how- 
ever; historically,  drugs  were  developed  empirically, 
with  no  understanding  of  the  actual  target.  Perhaps 
the  best  example  is  aspirin,  a  derivative  of  a  natural 
product  originally  isolated  from  willow  bark  and 
known  since  the  time  of  Hippocrates.  While  aspirin 
itself  was  first  synthesized  by  Fehx  Hoffmann  in 
1897,  the  actual  target  of  aspirin — the  enzyme 
cyclooxygenase — ^was  not  defined  until  the  1970s. 
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In  many  cases,  not  only  did  the  discovery  of  a 
drug  precede  the  identification  of  its  target,  but 
also  it  was  often  the  drug  itself  that  enabled  the  tar- 
get to  be  discovered  and  the  underlying  biology  to 
be  elucidated.  The  availabihty  of  several  empirical- 
ly developed  diuretics  in  the  1950s  and  1960s,  for 
example,  revolutionized  kidney  research  and  led  to 
a  profound  new  understanding  of  how  the  body 
regulates  its  fluid  compartments. 

Without  knowing  exactly  how  a  substance 
worked,  drug  design  was  essentially  a  trial-and- 
error  proposition.  Typically,  a  medicine  was  initial- 
ly made  by  purifying  an  existing  compound — fre- 
quently from  a  natural  source — and  then  tinkering 
with  it.  The  analgesics  codeine  and  morphine,  for 
example,  were  isolated  from  the  opium  poppy, 
then  later  modified  to  produce  com- 
pounds ranging  from  oxycodone  to 
haloperidol.  Similarly,  the  popular 
diuretics  furosemide  and  chloro- 
thiazide, the  diabetes  medication 
glyburide,  and  the  antibiotic  sul- 
famethoxazole all  resulted  from  the 
chemical  modification  of  sulfanil- 
amide, the  first  antibacterial  drug. 
One  obvious  problem  with  this 
process  is  that  it  is  difficult  to  optimize  a 
drug  when  the  specific  target  of  its  action  is 
not  clear.  An  often  underappreciated  secondary 
problem  is  that  physicians  have  no  way  to  interpret 
side  effects;  they  can  only  collect  and  catalog  them, 
and  then  warn  patients  about  what  to  expect. 

Although  our  emerging  abihty  to  create  target- 
specific  drugs  is  often  represented  as  an  advance 
that  will  reduce  side  effects,  in  many  cases  the  prob- 
lem is  not  the  specificity  of  the  drug,  but  rather  the 
promiscuity  of  its  target.  Proteins  tend  to  be 
involved  in  multiple  pathways  in  multiple  organs, 
and  it  is  not  surprising  that  drugs  that  inhibit 
these  proteins  frequently  cause  unintended  effects 
throughout  the  body. 

One  unquestioned  advantage  of  target- oriented 
drug  development,  however,  will  be  the  increased 
abihty  of  physicians  and  scientists  to  interpret 
more  inteUigently  a  medication's  side  effects.  Each 
drug  represents  an  extremely  powerful  molecular 
probe,  an  important  tool  that  the  physiological 


MAY  JUST  BE  THAT,  EVEN  WITH  ALL  OF  OUR 
IREMAINS  A  FUNDAMENTALLY  HUMAN  ENTERPRISE. 


investigator  can  use  to  develop  new  insights  into 
human  biology. 

Consider  the  example  of  sildenafil  (Viagra),  ini- 
tially developed  as  a  medication  for  hypertension.  In 
the  first  clinical  trials  in  Wales,  improved  erections 
were  an  unanticipated  side  effect  of  the  new  drug. 
Not  only  did  this  clinical  observation  lead  to  the 
development  of  one  of  the  most  popular  medica- 
tions in  the  history  of  pharmacology,  but  also  the 
knowledge  of  how  the  drug  works — by  inhibiting 
the  enzyme  PDE5 — has  now  contributed  signifi- 
cantly to  research  in  male  reproductive  biology. 

Another  example  involves  the  new  anti-inflamoma- 
tory  drugs  celecoxib  and  rofecoxib,  which  selectively 
inhibit  the  enzyme  cyclooxygenase-2  (COX-2)  and 
are  used  in  treating  arthritis.  Intriguingly  some 
data  now  suggest  that  COX-2  may  also  play 
a  role  in  the  progression  of  certain  colon 
cancers.  The  ability  to  target  the  COX-2 
enzyme  specifically  will  likely  yield 
new  insights  into  the  natural  history 
of  this  common  disease,  providing  an 
invaluable  tool  for  researchers,  and 
ultimately,  we  hope,  improved  treat- 
ment options  for  patients. 

Lesson  Four:  Medicine  is  pragmatic. 
Medical  progress  will  require  a  renewed 
appreciation  of  both  the  limitations  of  biologi- 
cal models  and  the  importance  of  empirical  observa- 
tion. For  all  the  advances  of  the  molecular  age,  medi- 
cine remains  a  pragmatic  undertaking  as  much  as  it 
is  a  rational  science,  and  important  medical  advances 
can  precede  knowledge  of  the  underlying  biology.  In 
the  case  of  the  statins,  patients  probably  benefited 
from  the  anti-inflammatory  effects  of  these  drugs 
long  before  such  a  mechanism  was  even  suspected. 

In  a  sense,  this  should  not  be  a  surprise.  Pragma- 
tism has  long  been  the  rule  in  medicine,  and  many 
new  therapies  were  employed  long  before  they 
were  adequately  explained.  Aspirin,  we  have  seen, 
is  one  example;  Louis  Pasteur's  development  of  the 
first  laboratory  vaccine  (against  chicken  cholera)  is 
another.  While  Pasteur's  vaccinations  were  effec- 
tive, his  rationale,  it  turns  out,  was  entirely  wrong. 

A  more  contemporary  example  of  an  advance  pre- 
ceding an  insight  involves  a  promising  new  class  of 
anticancer  drugs,  the  famesyl-transferase  inhibitors. 


These  compounds  were  initially  developed  as 
inhibitors  of  mutated  versions  of  the  Ras  protein,  found 
in  some  cancers.  The  drug  proved  effective  in  both  cell- 
culture  experiments  and  animal  models  involving 
Ras  mutants.  The  surprise  is  that  these  drugs  appear  to 
work  against  at  least  some  cancer  cells  not  containing 
a  Ras  mutant.  Returning  to  the  bench  to  resolve  this 
contradiction,  investigators  discovered  that  the 
drugs  may  also  work  by  inhibiting  a  second  protein, 
RhoB,  now  the  focus  of  intensive  investigation. 

The  key  point  here  is  not  that  initial  hypotheses 
often  need  to  be  revised,  for  this  is  how  science  pro- 
gresses. Rather,  at  issue  is  how  scientists  approach 
new  information.  Good  theories  can  be  persuasive — 
the  reason  they  are  adopted  in  the  first  place.  'With- 
out a  theory,"  Pasteur  said,  "practice  is  only  rou- 
tine driven  by  habit."  Yet  researchers  also 
need  to  keep  an  open  mind  and  to 
remember  that  sometimes,  even  the 
most  compelling  explanations  are  ulti- 
mately not  the  correct  ones — or,  at 
least,  do  not  provide  the  whole  story. 
They  must  constantly  fight  the  urge  to 
take  so  much  comfort  in  theories  that 
they  turn  off  their  minds,  and  stop  ask- 
ing critical  questions  or  making  impor- 
tant observations.  As  DNA  pioneer  Francis 
Crick  observed,  "Just  as  important  as  having 
ideas  is  getting  rid  of  them." 

Lesson  Five:  People  matter.  The  most  important 
lesson  from  the  statins  may  just  be  that,  even  with 
all  of  our  remarkable  technologies — computers, 
sequencing  machines,  MRI  scarmers,  gene  chips — 
medical  discovery  remains  a  fundamentally  human 
enterprise.  Frequently  imperfect  and  often  unpre- 
dictable, discovery  continues  to  rely,  as  it  always 
has,  upon  the  collegiality,  persistence,  and  imagina- 
tion of  very  human  investigators.  Bless  them.  ■ 

David  A.  Shaywitz  '99,  PhD,  is  a  medical  resident  at  Massa- 
chusetts General  Hospital,  a  clinical  fellow  at  Harvard,  and  a 
founding  member  of  the  Harvard  initiative  in  Patient-Associ- 
ated Science:  Training,  Education,  Understanding,  and 
Research  (PASTEUR).  Dennis  A.  Ausiello,  MD,  is  physician- 
in-chief  of  Massachusetts  General  Hospital,  the]ackson  Pro- 
fessor of  Clinical  Medicine  at  Harvard,  and  founder  and  direc- 
tor of  Harvard's  PASTEUR  initiative. 
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MARCUS    ELLIOTT   '97 


For  the  Love  of  the  Game:  Helping  Athletes  Reach  Their  Peak 


T'S  NOT  UNUSUAL  FOR  A  HIGH 

school  student  to  love  sports, 
but  Marcus  Elliott  '97 
took  his  commitment  to  an 
extreme.  As  a  16-year'old,  in  addition  to 
playing  football  and  baseball,  he  sub- 
scribed to — and  actually  read — the 
leading  journals  in  exercise  physiology. 
By  age  18,  he  was  working  with  athletes 
at  the  Olympic  Training  Center  in  Col- 
orado Springs,  helping  coaches  bridge 
the  gap  between  laboratory  discoveries 
and  the  process  of  training  champion 
athletes.  "From  early  on,"  he  says,  "I  was 
interested  in  understanding  what  made 
one  athlete  better  than  another." 

Perhaps  there  was  something  of  a 
personal  motivation  as  well.  Elliott  had 
been  planning  to  play  college  football 
until  he  tore  four  ligaments  in  his  knee. 
The  injury  had  one  positive  result,  how- 
ever; his  rehabilitation  involved  swim- 
ming and  cycling,  which  led  him  to  an 
interest  in  endurance  sports.  He  went 
on  to  compete  in  track  and  cross  coun- 


try at  the  college  level,  then  as  a  top 
amateur  and  professional  triathlete. 
Participating  in  a  range  of  sports  pro- 
vided him  with  a  good  foundation  for 
his  future  work  with  elite  athletes. 

After  studying  physiology  and  bio- 
chemistry as  an  undergraduate,  Elliott 
considered  a  doctoral  program  in  bio- 
mechanics at  MIT,  but  ultimately  chose 
HMS.  "I  thought  medical  school  would 
be  a  more  interesting  journey,"  he  says. 
"But  I  also  suspected  I  wouldn't  practice 
medicine  in  the  traditional  sense.  For 
some  perverse  reason,  I  remained  inter- 
ested in  athletic  performance."  He  has 
since  worked  with  professional  athletes 
and  Olympic  medalists  in  cycling,  ten- 
nis, football,  baseball,  volleyball,  water 
polo,  soccer,  rugby,  speed  skating,  and 
swimming,  as  well  as  track  athletes 
who  run  races  ranging  from  100-meter 
sprints  to  marathons. 

One  of  his  earliest  success  stories 
came  from  his  work  with  triathlete 
Mark  Allen,  the  summer  before  enter- 


ing HMS.  Allen  had  won  the  Ironman 
Triathlon  several  times  and  was  favored 
to  win  again,  but  had  broken  his  collar- 
bone in  a  bike  crash.  His  arm  was  in  a 
splint,  he  couldn't  run,  ride,  or  swim — 
and  the  race  was  only  two  months  away. 
Elliott  put  together  a  creative  condi- 
tioning program,  using  a  stationary 
bike,  an  elliptical  trainer,  and  a  rigor- 
ous, unconventional  plyometrics  power 
training  regimen.  The  program  helped 
Allen  get  in  good  enough  condition  to 
participate  in  the  race  and  place  at  the 
top,  even  though  he  hadn't  done  any 
actual  rurming,  biking,  or  s\Aimming  for 
two  months. 

Model  Student 


CRITICAL  CONDITIONING:  By  applying  science  to  sports,  Marcus  Elliott  helps 
professional  athletes  and  Olympic  medalists  gain  a  competitive  edge. 


Just  as  he  wasn't  an  average  high  school- 
er, Elliott  wasn't  a  typical  medical 
school  student.  To  defray  the  cost  of 
HMS  tuition,  he  worked  part  time  for 
Ford  Models.  On  one  of  his  most  mem- 
orable days,  he  spent  nearly  12  hours  in 
an  operating  room,  assisting  with  the 
resection  of  a  tumor,  then  hopped  on  a 
plane,  arriving  in  New  York  just  in  time 
to  walk  down  the  runway  at  a  Versace 
show.  His  fellow  models  were  just  as 
surprised  to  see  him  rushing  in  late  as 
his  medical  colleagues  would  ha^'e  been 
had  they  known  where  he  was  headed 
after  a  day  in  surgery. 

EUiott's  two  lives  did  sometimes  col- 
lide, however.  At  least  half  a  dozen 
times,  classmates  or  faculty  would  show 
up  with  a  photo,  sometimes  on  morning 
rounds,  and  ask  for  an  explanation. 
There  was  also  the  time  in  1996  \\'hen  he 
^^'as  named  Cosmopolitan's  Hunk  of  the 
Month.  "It's  surprising  how  many  other- 
wise inteUigent  medical  students  and 
physicians  read  Cosmo"  he  says. 

After  medical  school,  Elhott  stopped 
leading  a  double  life  and  focused  on  the 
work  that  had  fascinated  him  all  along: 
using  his  scientific  background  to  devel- 
op the  best  conditioning  programs  for 
elite  athletes.  In  his  second  year  of  med- 
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ical  school,  he  developed  a  train- 
ing regimen  for  the  New  England 
Patriots.  He  continued  moving 
away  from  individual  training 
toward  work  with  teams  and 
sports  organizations,  and  found- 
ed his  own  company.  Peak  Perfor- 
mance and  Health,  based  in  Santa 
Barbara,  California. 

Although  he  participates  in  a 
variety  of  athletic  activities, 
Elliott  still  often  finds  himseK 
working  in  sports  about  which 
he  knows  little.  Before  entering 
HMS,  he  had  designed  a  condi- 
tioning program  for  the  coun- 
try's best  track  cycling  team  in 
preparation  for  the  Barcelona  Olympics, 
even  though  he'd  never  actually  seen  a 
track  cycling  race.  In  a  way,  he  says,  this 
lack  of  specialization  is  an  advantage,  as 
coaches  don't  feel  threatened  that  he  may 
overstep  his  bounds  and  begin  giving 
advice  on  tactics  and  strategy.  "Coaches 
know  I'm  not  planning  to  coach  the 
athletes,"  Elliott  says.  "I'm  there  to  help 
the  athletes  realize  their  physical 
potential,  and  the  coaches  know  they're 
in  the  driver's  seat." 

Whether  he's  working  with  teams  or 
individuals,  sprinters  or  power  hfters, 
cyclists  or  volleyball  players,  Elliott's 
approach  is  essentially  the  same.  He  tries 
to  understand  what's  necessary  to  make 
an  individual  athlete  successful,  and  tai- 
lors programs  that  will  optimize  their 
performance.  Over  the  past  12  to  15  years, 
he  says,  significant  research  on  nutrition 
has  become  available,  which  he  incorpo- 
rates into  the  programs  he  develops.  "I  see 
my  role  as  being  on  top  of  all  the  latest  sci- 
entific knowledge,"  he  explains,  "and 
using  it,  with  a  touch  of  art,  to  develop 
personalized,  effective  programs." 

An  Ounce  of  Prevention 


Elliott  has  remained  consistently  excit- 
ed about  the  potential  of  applying  sci- 
ence to  the  conditioning  programs  of 


IRON  MAN:  When  designing  creative  conditioning 
programs,  Elliott  draws  upon  his  extensive  experi 
ence  as  a  triathlete. 


elite  and  amateur  athletes  alike.  In 
addition  to  his  work  with  the  Olympic 
Training  Center,  the  National  Football 
League,  and  other  sports  organizations, 
he  and  his  friend  Dan  Gebow,  who 
holds  a  doctorate  in  cancer  biology 
from  the  Harvard  School  of  Public 
Health,  have  put  together  a  database  of 
information  on  preventive  medicine, 
including  a  software  application  that 
will  allow  users  to  obtain  personalized 
recommendations. 

"This  project  sprang  directly  from 
the  intersection  of  my  interest  in  athlet- 
ic performance  and  my  HMS  training," 
Elliott  explains.  "It  turns  out  that  much 
of  what  I've  focused  on  in  athletes — 
conditioning,  nutrition,  biomechan- 
ics— is  a  foundation  for  laypeople  to 
reduce  their  risk  of  most  of  the  chronic 
diseases  of  the  twenty- first  century." 

"I'd  like  to  put  a  call  out  to  individu- 
als in  the  Harvard  community  who 
have  ideas  about  implementing  these 
programs,"  he  continues.  "We've  built 
personalized  prevention  applications 
that  could  have  great  value  for  people. 
We  just  need  to  get  the  programs  in 
front  of  them." 

Elliott  plans  to  use  the  database  and 
develop  other  tools  that  will  make  "per- 
sonal training"  more  sophisticated.  In 
fact,  he  doesn't  refer  to  himseK  as  a  per- 


sonal trainer.  Because  his  spe- 
cialty is  a  unique  one,  he  goes  by 
a  number  of  titles,  from  "condi- 
tioning specialist"  to  "physician 
specializing  in  the  performance 
and  care  of  elite  athletes."  He 
admits  that,  "There  are  few  peo- 
ple with  my  combination  of 
interests  and  background." 

Despite  the  value  of  dissemi- 
nating information  about  exer- 
cise physiology  to  the  general 
public,  professional  athletes  are 
the  ones  most  in  need  of  condi- 
tioning advice  to  help  keep  them 
in  top  form  and  injury-free. 
Working  with  Bertram  Zarins, 
chief  of  the  Sports  Medicine  Service  at 
Massachusetts  General  Hospital  and 
professor  of  orthopedic  surgery  at 
HMS,  Elliott  has  been  involved  in  some 
of  the  first  research  on  injury  patterns 
among  professional  athletes.  A  recent 
paper  analyzes  the  more  than  2,000 
hamstring  injuries  that  have  occurred 
in  the  NFL  over  the  past  12  years  and 
suggests  prevention  strategies.  Elliott 
recently  received  a  grant  to  study  ath- 
letes' risk  of  reinjury  after  they  miss 
playing  time.  As  little  as  one  week  of 
downtime,  he  says,  can  be  dangerous  to 
athletes  competing  at  the  highest  level. 
What  Elliott  enjoys  most  about 
working  with  athletes  of  this  caliber  is 
their  unfailing  devotion  to  their  sports. 
"It's  hard  to  find  a  group  of  people  as 
dedicated  to  a  single  goal  as  profession- 
al athletes,"  he  says  admiringly.  "Doc- 
tors can  give  their  patients  good  advice, 
but  if  the  motivation  isn't  there,  the 
treatment  won't  be  successful.  When 
you  understand  the  physiologic  sys- 
tems you're  working  with  and  you  have 
the  trust  of  elite  athletes,  they're 
extremely  motivated  to  implement 
your  suggestions.  That  almost  always 
results  in  wins."  ■ 

Susan  Cassidy  is  assistant  editor  of  the 
Harvard  Medical  Alumni  Bulletin. 
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